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l'rimary atypical nonbacterial pneumonia has been 
reported with increasing frequency during the past 
fifte-n years.!. This disease has since received particular 
attev'tion. The intensive studies on disease of the respir- 
atory tract conducted during World War II served 
to differentiate “primary atypical pneumonia” from 
similar pulmonary infections of established bacterial, 
viral or rickettsial causes.* Clinically, diseases caused 
by the viruses of influenza, psittacosis, ornithosis and 
the rickettsiae of Q fever resemble atypical pneumonia.* 
No causative agent has been isolated from patients 
suffering from this disease, although pooled sputum 
from patients has been shown to be capable of inciting 
the disease in human volunteers, even after it was 
passed through Corning sintered glass or Seitz filters.® 
At present, there is no specific laboratory procedure 
available for confirming the clinical diagnosis. It has 
heen noted that cold hemagglutinins and agglutinins 
for Streptococcus MG often develop in the serum 
of patients during the course of this disease.” The 
detection of these antibodies aids in the characteriza- 
tion of the disease, although their specific relationship 
to the pathogenesis of atypical pneumonia is unknown. 

The diagnosis of primary atypical pneumonia is based 
chiefly on the following criteria: 

1. The onset is usually gradual, with nonproductive 
cough, fever, headache, malaise, chilly sensations and 
occasionally substernal pain. The absence of initial 
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chill, bloody sputum and abrupt onset aid in its differ- 
entiation from pneumococcic pneumonia. . 

2. Physical examination often reveals minimal signs 
in the chest which are out of proportion to the roentgen 
evidence of pulmonary consolidation. 


3. Laboratory examinations usually show a low to 
normal leukocyte count. Pneumococci or, other patho- 
genic organisms are frequently not isolated from spu- 
tum, throat or nasopharyngeal cultures or by mouse 
inoculations. 

4. Serologic studies on serial serum specimens do 
not reveal the development of antibodies for recognized 
viral or rickettsial agents. 

5. Treatment with sulfadiazine or penicillin is not 
associated with clinical or objective improvement in 
the uncomplicated case. Penicillin has been given in 
huge doses without influencing the course of the disease. 


6. The appearance of cold hemagglutinins in the 
serum of patients for human group O cells or agglu- 
tinins for Streptococcus MG during the course of the 
disease or in convalescence has been noted in a variable 
proportion of cases in different series. 

The diagnosis of primary atypical pneumonia is based 
on the history and signs of disease of the respiratory 
tract coupled with roentgen evidence of pulmonary 
involvement which cannot be associated with any of 
the known bacterial, viral or rickettsial agents of disease 
either by cultural or serologic study. 

Recently, aureomycin, an antibiotic derived from 
cultures of Streptomyces aureofaciens,* has been shown 
to be an effective chemotherapeutic agent in various 
bacterial, rickettsial and viral infections of experimental 
animals and human beings.’ The drug can be admin- 
istered orally, is well tolerated and is relatively non- 
toxic. In the course of an extensive investigation to 
delimit the clinical application of aureomycin, it was 
noted that patients, ill with primary atypical nonbac- 
terial pneumonia, manifested rapid defervescence and 
decided clinical improvement when treated with this 
drug.°© Further experience confirmed these earlier 
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observations, and, despite the indeterminate causation time. All the patients were civilians, and all were 
of the disease, it is felt that aureomycin is a valuable hospitalized. 

chemotherapeutic agent in this disease. Aureomycin therapy was begun on the second to 

twenty-first day of illness. Ten of these patients had 

j OBSERVATIONS AND RESULTS received penicillin and/or sulfadiazine without mani- 

A group of 13 consecutive patients was treated orally fest improvement. All patients had experienced a severe 

with the hydrochloride salt of aureomycin. The signifi- to moderate hacking nonproductive cough, headache 

cant clinical and laboratory data for these patients are and chilly sensations. The fever, preceding aureomycin 


land Laboratory Data in Atypical Pneumonia 


Symptoms Laboratory Infiltra- 
Physical Signs Culture tion 
Tem- —~ White Seen in 
Case pera- Head- Spue Cya- Pul- Nose and Blood Roent- 
No. Patient Age Sex Cough* ture achet Chills} tums nosis} Othert monary? Throat Sputum** Blood Cells  genogram 
1 R. M. 10 F 105 0 0 0 Somnolent Rales Neg. 4,800 L.L.L.L. 
2+ L.L.L.L. alpha (twiee) to 
7,600 
2 J. 8. 4 M 4- wl 0 0 1+ + None Neg. Beta and Staph. Neg. 7,900 U.L.R.L. 
alpha aureus, L.L.LA1 
Strep. alpha 
Strep. 
3 F. K. $1 F 4+ 4.5 4+ i+ 1+ 0 Abdominal Rales Neg. 6,900 U.L.R.L. 
pain, toxie M.L.R.L.  Strep., to 
U.L.R.L. Staph. 9,900 
aureus 
q M.C. a4 M 4+ 105 44 4+ 0 4+ Left-sided + Alpha Staph. Neg. 7,000 U.L.LL. 
chest pain, Neg. Strep. aureus, to L.L.L.L. 
toxic beta Strep., Alpha 9,600 L.L.R.L, 
Staph. Strep. M.L.R.L 
aureus 
5 LL. M 2+ 103 4+ 4+ 0 0 Diarrhea, Neg. Neg. 5,400 U.L.R.L. 
nausea 1+ alpha to 
Strep. 9,300 
6 N. F 4+ 144 4+ 44 0 0 Nausea l+, Neg. Neisseria, ......+. Neg. 8,000 L.L.L.L. 
toxic alpha 
Strep. 
7 S.J, s 7 4+ 108 4+ 4+ 0 0 Nausea 1+ Bronchial Neisseria, ........ Neg. 5,050 L.L.L.L. 
breath alpha 
sounds Strep. 
L.L.L.L. 
8 F 44 104.4 45 0 i+ Somnolent Dulness Neg. 6,100 L.L.L.L. 
4+, toxic L.L.L.L. aureus U.LLL. 
4) 104 2+ 4+ 0 0 Nausea 2+ Duiness Alpha Neg. 6,500 L.L.L.1 
and di- Strep. to 
minished 8,700 
breath 
sounds 
L.L.L.L. 
ty NI 7 M 2+ 4 4+ i+ 0 0 Nausea 2+ Rales Alpha Staph. Neg. 7,200 L.L.L.L. 
L.L.L.L. Strep., aureus to L.L.R.L. 
Neisseria 35,000 
ul L. R. 43 2+ 1+ 0 0 None Tubular Neg. 6,000 L.L.L.L. 
breath Strep, to 
sounds Neisseria 8,600 
L.L.L.L. 
M. H. F 4+ 105.2 4+ 1+ 0 0 Nausea 2+, L.L.R.L. Neg. 6,050 L.L.R.L. 
toxie dulness Strep. to 
and di- 11,400 
minished 
breath 
sounds 
3 w M 4+ 2+ 1+ 2+ #Toxienau- Dulness Alpha Alpha Neg. 17,000 U.L.R.L. 
sea and andrales Strep., Strep. to M.L.R.L. 
emesis right lung Staph. 15,000 L.L.R.L. 
base, dul- aureus L.L.L.L. 
ness left 
lung base 


* 2+ indicates frequent paroxysms and 4+ severe exhausting paroxysms, 
+ 2+ is moderately severe and 4+ severe headaches. 
t 1+ indicates mild chilly sensations at onset and 4+ repeated chilly sensations and pronounced sweating but no shaking chills. 
§ 1+ Indicates small amount of sputum, up to 4 cc. per day. 
+ indicates slight eyanotie appearance of lips and 4+ decided cyanosis of lips and extremities. 
« Somnolent 2+ indicates moderate drowsiness and 4+ decided drowsiness, making the patient difficult to 
degree and 2+ a moderate degree of nausea. 
# L.L.L.L. is lower lobe left lung; M.L.R.L., middle lobe right lung, and U.L.R.L., upper lobe right lung. 
** The symbol ........ indicates that no pneumococci or beta hemolytic streptococei were found. 


arouse: nausea 1+ indicates a slight 


summarized in tables 1 and 2. The dosage of aureo- therapy, varied between 101 and 105.2 F. In 9 patients, 
mycin employed and the response to therapy are pre- the temperature before treatment was 104 F. or higher. 
sented in table 3. Many of the patients complained of nausea, associat 
Eight of these patients were female, and 5 were male. with abdominal pain in 1 patient and with diarrhea 
Their age distribution ranged from 10 years to 59 in another. Signs of pulmonary inflammation were 
years. Twelve of these patients were deemed severely, absent to minimal in 4 cases on physical examination. 
but not gravely, ill when aureomycin therapy was In the remaining 9 cases, clearly defined evidence of 
instituted. One patient had been ill without evident pneumonia, with dulness to percussion, rales and abnor- 
clinical improvement for several weeks before treat- mal breath sounds, was elicited. Roentgenograms © 
ment was begun. He was only moderately ill at that the chest showed definite areas of infiltration i all 
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patients which was usually far out of proportion to 
the physical signs. In 5 cases, roentgen examination 
revealed that more than one lobe was involved. Data 
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The total blood leukocyte count preceding therapy was 
relatively normal. It ranged from 4,800 to 17,000 in 
this group, but only in 2 patients was the initial leuko- 


TasL_e 2—Summary of Serologic Data in Atypical Pneumonia 


Week — 
of R.M,. 1.8. 
Serologic Test *t Iliness 1 2 
Cok! hemagglutinin titer............... 1 a 
4 512 0 
Final interpretation... ............... Pos. Neg 
‘treptococeus MG agglutinin titer 
(titer above 1:20 deemed significant) } 
3 0 
4 320 0 
Final interpretation................. Pos Neg. 
Psittucosis (complement fixation)..... 4&5 0 0 
y fever (complement fixation)}........ 4&5 0 0 
Influenza antibody, type A.... Final Neg. Neg 
B....interpre- Neg Neg 
A. inhibition) A’... tation Neg. 
(Neg. = less than twofold rise) 0-5.... serial Neg. A 
* exami- 
nations 


No. with 


Posi- 


 tions/ 


MC, 8.L. 8J. 
4 5 6 7 
0 0 on 
0 0 0 
0 
0 0 
Pos. Neg. Neg. Neg 
0 0 
0 0 40 
80 
$20 160 0 160 
Pos Pos. Neg Pos. 
0 0 0 0 
0 0 0 0 
Neg Neg. Neg Neg. 


2 13. Examined 


s 9 10 ll 1 

0 0 0 0 ee 0/7 
0 512 512 128 0 512 5/11 
0 512 256 1,024 5/ 8 
0 256 +» 1,024 0 256 9/12 


40 0 80 0 3/7 

20 160 0 20 4/10 

160 40 5/ 7 

160 80 160 80 9/12 

Neg Pos Pos Pos. Neg Pos. 9/13 
0 0 0 0 0 0/13 
0 0 0 48 0 0/13 
Neg Neg Neg Neg. Neg Neg 0/13 


* The symbol .. indicates that a test was not made; and 0 indicates that the reaction was not positive at the lowest dilution tested (Strep. 


MG 1:10; psittacosis, Q fever and cold hemagglutinin 1:4). 


+ The titer is indieated by denominator only. 


s Subsequent specimens were negative. 


: Reactions to complement fixation tests for epidemic and murine typhus and spotted fever were all negative. 


spott.| fever complement fixation tests were positive to a dilution of 1:16 in early and late specimens of serum. 


(hick cell agglutination. 


TABLE 3.—Summary of Aureomycin Therapy and Results Observed in Atypical Pneumonia 


Treatment 
Case — 
Total 
Cas Weight, Day Dose, 
No. Patient Kg. Previous Initiated Gm. 
1 R. M. 3 None 2 4.6 
2 J. 8. 66 Penicillin, 21 11.2 
streptomycin, 
sulfadiazine 
3 F. K. 52 Penicillin 6 49 
4 M.C. 85 Penicillin, 9 11.0 
sulfadiazine 
3 8. L. 6s None q 3.8 
6 N.M. 50 Penicillin 2 7.0 
7 8. J. 56 Penicillin 7 o 
8 E.c, 82 Penicillin, 7 7.6 
sulfadiazine 
9 B. B. 36 Penicillin, 8 8.0 
sulfadiazine 
10 N. L. 71 Penicillin, 6 5.9 
sulfadiaz.ne 
ll I. R. 62 Penicillin 7 7.25 
R M.H. 63 None 3 7.0 
13 8.8. 30 Penicillin, _ . 10 3.7 
sulfadiazine 


Aureomyein 


Dosage 


100 mg./1 hr.: 
100 mg./2 hr.; 
100 mg./4 hr.; 


200 mg./1 hr.; 
200 mg./4 hr.; 


200 mg./1 hr.; 
200 mg./2 hr.; 
200 meg./6 br.; 


200 mg./1 br.; 
200 mg./2 hr.; 
200 mg./4 hr.; 


200 mg./1 hr.; 
200 mg./2 hr.; 
200 mg./6 hr.; 


200 mg./1 hr.; 
200 mg./2 hr.; 
200 mg./3 


200 mg./1 hr.; 
200 mg./2 
200 mg./4 hr.; 


200 mg./1 hr.; 
200 mg./2 hr.; 
200 mg./4 hr.; 


200 mg./1 hr.; 
200 mg./2 hr.; 
200 mg./4 br.; 
200 mg./1 hr.; 
200 mg./2 hr.; 
200 mg./4 hr.; 
100 mg./4 hr.; 


hr.; 
250 mg./2 hr.; 
250 mg./4 br.; 
250 mg./1 hr.; 


3 doses 
2 days 
3 days 
3 doses 
9 days 


3 doses 
l day 
2 days 
3 doses 
2 days 
4days 


3 doses 
l day 
2 days 


3 doses 
2 days 
2 days 


3 doses 
lday 
4 days 


3 doses 
lday 
4 days 


3 doses 
2 days 
3 days 
3 doses 
lday 
lday 

5 days 
3 doses 
l day 
3 days 


3 doses 


250 mg./2 hr.; 12 hours 


250 mg./4 br.; 


100 mg./1 br.; 
100 mg./2 hr.; 
100 mg./4 hr.; 
100 mg./6 hr.; 


4 days 


3 doses 
7 doses 
2 days 
2 days 


Result 
Afebrile in 48 hours; roentgenogram cleared; 
coryza 13th day of illness without relapse 


Afebrile in 24 hours; roentgenogram almost 
clear 4 days; convalescence uneventful 


Temperature normal in 24 hours; convales- 
cence uneventful 


Temperature normal in 72 hours; uneventful 
convalescence 


Temperature normal in 24 hours; uneventful 
convalescence 


Temperature normal in 24 hours; uneventful 
convalescence 


Temperature normal in 24 hours; uneventful 
convalescence 


Temperature normal in 36 hours; uneventful 
convalescence 


Temperature normal in 24 hours; phlebitis 


Temperature normal in 24 hours; (?) throm- 
bosis with rise in white blood cell count 
and temperature to 101 F. for 2 days 


Afebrile in 36 hours; convalescence uneventful 


Afebrile in 12 hours; convalescence uneventful 


Afebrile in 12 hours; convalescence uneventful 


in these cases are presented in table 1. It is interesting cyte count more than 10,000 per cubic millimeter of 


to observe that both lungs showed evidence of involve- 


ment in 4 patients. 


blood. Alpha streptococci, Neisseria, and Staphylo- 


coccus aureus were the only organisms obtained from 


tive Reac- 


In case 13 the reaction to the 


| 
Patient and Case Number | 
F.K. 
3 
0 
0 
0 
Neg. Neg. Pos. Pos. Pos. Neg. Pos. 6/13 
40 
40 
Pos. 
0 
48 
Neg. 
Neg. Neg. neg. Neg. Neg. Neg. Neg. Neg. Neg. Neg. Neg. 0/13 
Neg. Neg. Neg. Neg. Neg. Neg. Neg. Neg. Neg. Neg. Neg. 0/12 
Neg. Neg. Neg. Neg. Neg. Neg. Neg. Neg. Neg. Neg. Neg. 0/12 
Sy 
T. 
ad 
ea 
re 
mn. 
of 
of 
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cultures of nose or throat. Intraperitoneal inoculation 
of mice with sputum and nasopharyngeal blood broth 
cultures were negative for pneumococci in each case. 
Blood cultures taken before therapy were all sterile. 

Serial specimens of serum were examined serolog- 
ically.“ They were tested for the antibodies associated 
with infection produced by influenza virus, psittacosis, 
© fever, the agglutinins for Streptococcus MG and 
cold hemagglutinins. In 11 cases to date, repeated 
complement fixation tests with other rickettsial anti- 
gens (R. rickettsi R.,mooseri, R. prowazeki and R. 
akari) were also performed, but all results were nega- 
tive. The strains of influenza virus employed were 
types A (PR-8), B (Lee), A’ (Fort-Monmouth) and 
()-5 (type A isolated in Baltimore 1946 by Dr. Thomas 
G. Ward). None of the 13 patients examined showed 
a rise in influenza antibody titer as measured by the 
inhibition of red blood cell agglutination. All serums 
were negative for psittacosis, ornithosis and Q fever, 
as well as other rickettsial coriplement-fixing antibodies. 
Reactions to additional serologic tests, namely hetero- 
phil antibody and agglutinins for the enteric group, 
Brucella tularensis and Proteus OX,, and OX,, were 
negative. 

The serologic data are summarized in table 2. In 
6 of the 13 patients, high titers of cold hemagglutinins 
developed. Treatment with aureomycin in these cases 
was begun on the seventh to tenth day of disease, and 
the agglutinins appeared on the tenth to sixteenth day 
of illness. This proportion positive is similar to that 
noted for severely ill patients in other reported series.’ 
Streptococcus MG agglutinations were positive. (titer 
higher than 1:20) in Y of 13 patients. 

nly oral aureomycin was employed in this group 
of patients. An initial dose of 30 to 50 mg. of aureo- 
mycin per kilogram of body weight per day was 
employed. The usual schedule of drug administration 
consisted of a priming dose of 100 to 250 mg. every 
hour for three doses, followed by the same dosage of 
aureomycin every two hours until the patients become 
afebrile (rectal temperature 100 F. or less). There- 
after, the drug was given every four to six hours for 
two to five days (15 to 20 mg. per kilogram). Varia- 
tion in this dosage schedule occurred when the drug was 
in poor supply. Patients treated on the second to 
twenty-first day of their illness became afebrile within 
twelve to seventy-two hours. Nine patients were 
afebrile within twenty-four hours after the institution 
of aureomycin therapy. Treatment was begun on the 
second to twenty-first day of illness (median sixth 
day). Three patients became afebrile within twenty- 
four to forty-eight hours, while 1 patient, with excel- 
lent clinical response, did not become afebrile until 
seventy-two hours after treatment. Treatment of these 
4 patients was initiated on the second to ninth day 
of disease (median seventh day). The patient (M. 
C., vase 4) who remained febrile for seventy-two 
hours after the institution of aureomycin therapy was 


6. Influenza virus antibodies were determined by the technic of 
inhibition of red cell agglutination by Dr. Thomas G. Ward of the Depart- 
ment of Bacteriology, The Johns Hopkins University School of Hygiene 
and Public Health, Psittacosis and rickettsial complement fixation tests 
were performed by Dr. Herald R. Cox, of the Lederle Laboratories 
Division American Cyanamid Company. Dr. George S. Mirick of the 
Department of Medicine, The Johns Hopkins School of Medicine, tested 
the serums for Streptococcus MG agglutinins. Agglutination in a 
dilution of 1: 20 was considered the upper limit found in normal serum 
with this latter antigen. Cold hemagglutinins were determined using 
human group O Rh negative fresh red blood cells in a final concentration 
of 0.3 per cent. These tests were run on two separate occasions, and 
no differences were noted. Mr. Abraham Prostic of the Sinai Hospital, 
Baltimore, assisted in these tests. ° 

7. Horsfall.2® Morgan, H. R., and Finland, M.: Serologic Findings 
in Patients with Primary Atypical Pneumonia, Am. J. Clin. Path. 18: 
593, 1948. 
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extremely ill and cyanotic, and involvement of four 
lobes was noted on physical examination and in the 
roentgenogram of the chest. 

Subjective clinical improvement coincided with lysis 
of the fever. The cough, however, persisted and 
improved only gradually. Weakness of varying degree 
was evident during convalescence. It was most pro- 
nounced in those patients in whom treatment was not 
instituted until the later days of disease. No patients 
relapsed after treatment with aureomycin was discon- 
tinued. One patient had an infection of the upper part 
of the respiratory tract with coryza, nasal congestion, 
and temperature readings to 101 F. one week after 
treatment had been discontinued. Roentgen examina- 
tion revealed no evidence of pulmonary consolidation. 
A second patient while still under treatment had a low 
grade fever associated with a leukocye count up to 
35,000 per cubic millimeter. He remained asympto- 
matic, and serial roentgenograms showed progressive 
resolution of the pulmonary lesions. Exhaustive study 
revealed no cause for the leukocytosis, which subsided 
during the next two weeks. It was believed that he had 
experienced venous thrombosis. His cold hemagglutinin 
titer became positive to a dilution of 1: 512 coincident 
with this episode. No such hematologic response has 
been noted in over 80 patients or in 5 normal persons 
treated with aureomycin. A third patient presented 
evidence of mild bilateral femoral vein phlebitis with- 
out elevation of temperature on the twelfth day of 
disease. She had been afebrile for three days. Cold 
hemagglutinins, which had been normal two days pre- 
viously, rose to 1:512 on the day that the venous 
tenderness was detected. In all other patients, convales- 
cence was uneventful and serial roentgenograms showed 
progressive resolution. 


REPORT OF CASES 

‘The following abstracts of the course of several rep- 

resentative patients are presented to illustrate this 
experience. 


Case 3.—F. K., a 31 year old white woman, became ill with 
nonproductive cough, headache and fever. She experienced 
chilly sensations but no shaking chills. Her oral temperature 
varied between 100 and 103 F. with symptomatic and antipyretic 
therapy, which was employed for one day. During the next 
three days, crystalline penicillin G, 300,000 units daily, was 
administered intramuscularly without effect and her temperature 
remained elevated. A leukocyte count was 9,500 on the fourth 
day of illness. She was admitted to the Sinai Hospital, Balti- 
more, on the following day. 

On admission, the patient appeared acutely ill, with tempera- 
ture 104 F. (rectal), pulse rate 132 and paroxysmal nonproductive 
cough. Dulness to percussion and bronchovesicular breath 
sounds were heard over the right anterior side of the chest, and 
occasional crepitant rales were audible in this area. Tendert.-ss 
of the right lower quadrant of the abdomen was noted, and the 
patient had vomited on one occasion. 

Hematologic examination showed: hemoglobin 13.3 Gm. per 
hundred cubic centimeters and total leukocytes 9,900 per cubic 
millimeter, with a differential count of polymorphonuclear neutro- 
phils 82 per cent, lymphocytes 16 per cent and monocytes 2 per 
cent. The corrected sedimentation rate was 41 mm. (Wintrobe). 
Repeated examinations of the urine of the chemical content of 
the blood and serologic tests showed normal results. Blood cul- 
ture was sterile. Nose, throat and nasopharyngeal cultures 
showed only the presence of Streptococcus viridans and a few 
colonies of hemolytic Staph. aureus. No pneumococci were 
detected even by mouse inoculation. Results of roentgen exam- 
inations and specific agglutinations are presented in figure 1. 

Aureomycin therapy was begun on the afternoon of the sixth 
day of disease, when her temperature was 104.2 F. (rectal). 
Within twenty-four hours, it had fallen progressively to 99.8 F. 
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Symptomatic improvement was evident within twelve hours after 
therapy was begun. Aureomycin was administered for a total 
period of four days. Convalescence was uneventful, and the 
patient was discharged on the fourteenth day of her illness, four 
days after the aureomycin was discontinued. She was well 
except for mild paroxysms of coughing. 


104 
103 
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| TEMP 
| 100 ' 
99 
98 ' 
a 
= cussoa ‘* 
° 
= Po 
COLD AGGLUT 
STREP MG. 40 40 | 80 
a 
Q 
LYMPHOPATH 


Fig. |.-Chart of data in case 3 (F. K., female, age 31 years, weight 
115 pounds [52 Kg.)). 


Cas» 9—B. B., a 41 year old white woman, had a paroxysmal 
nonproductive cough associated with temperature readings 
up to 101 F. Two days after onset her temperature rose to 
104 |. and sulfonamide drug and penicillin therapy was insti- 
tuted. The cough, headache and fever persisted, and the patient 
was reierred to the Sinai Hospital, Baltimore, on the fourth day 
of illness. 

On admission, the patient was acutely ill with a hacking non- 
productive cough, temperature 103 F. (rectal), pulse rate 100 
and respirations 28. Impaired breath sounds and slight dulness 
to percussion were noted at the left lung base. The total leuko- 
cyte count was 6,500, with the following differential count: poly- 
morphonuclear neutrophils 76 per cent, lymphocytes 17 per cent 
and monocytes 7 per cent. Results of examination of the urine, 
stool and chemical content of the blood were normal. 
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wi. 2.—Chart of data in case 9 (B. B., female, age 41 years, weight 
“8 pounds [58 Kg.]). 


She was treated with penicillin, 400,000 units daily for three 
and one-half days, but her daily temperature persisted at 103 
to 103.6 F. On the afternoon of the eighth day of illness, aureo- 
mycin therapy was instituted. Within twenty-four hours the 
emperature had fallen to 99.4 F. (rectal), and she remained 


afebrile. Her course and pertinent laboratory studies are pre- 
‘ented in figure 2. 
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Case 11.—I. R., a 43 year old white woman, had had intimate 
contact ten to nineteen days before her illness with her sister 
(B. B., case 9). She became ill with headache, nonproductive 
cough, chilly sensations and temperature reading of 104 F. 
(oral). The fever and cough persisted despite penicillin therapy, 
100,000 units every four hours, plus caronamide for three days. 
She was admitted to the Sinai Hospital, Baltimore, on the fourth 
day of her illness. 

On admission, she was acutely ill. Her temperature was 103 
FF. and pulse rate 92. She was not cyanotic. Dulness and 
diminished tactile fremitus were noted in the left lung base 
posteriorly. Breath sounds were somewhat diminished in this 
region. The total leukocyte count was 6,050, with a differential 
distribution of polymorphonuclear neutrophils 86 per cent, 
lymphocytes 9 per cent and monocytes 5 per cent. Sedimenta- 
tion rate was 40 mm. corrected (Wintrobe). Blood culture was 
sterile and nasopharyngeal and throat cultures showed only 
Neisseria. Mouse inoculation was negative for pneumococci. 
Results of examination of the urine, stool and chemical content 
of the blood were normal. Results of roentgen examinations and 
pertinent laboratory data are presented in figure 3. 

Despite the lack of response to penicillin and the known 
exposure to primary atypical pneumonia, further trial of penicillin 
was deemed indicated. She received 400,000 units of penicillin G 
intramuscularly daily for three days without evidence of sub- 
jective or objective improvement. Oral aureomycin therapy was 
begun on the afternoon of the seventh day of illness, and her 
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big. 3.—Chart of data in case 11 (1. R., female, age 43 years, weight 
130% pounds [@ Kg.]). 


temperature was normal on the following day. Convalescence 
was uneventful. Treatment was discontinued after five days, 
and she was discharged as well six days later. 


COM MENT 


Primary atypical pneumonia is a disease of the 
respiratory tract which can be differentiated from many 
similar clinical entities only by exclusion. In this series 
of patients bacteriologic examinations did not disclose 
any of the organisms usually associated with bacterial 
pneumonia. Serologic studies did not confirm influ- 
enza virus, psittacosis-lymphogranuloma virus, or the 
rickettsiae of Q fever, spotted fever, typhus or rickett- 
sialpox as causative factors. Significant cold hemag- 
glutinin titers and agglutination of Streptococcus MG 
were obtained in 46 per cent and 69 per cent, respec- 
tively, of these cases. The titers obtained with these 
two tests have varied significantly in different series. 
It has also been apparent that the proportion of positive 
titers and the proportion of patients found with positive 
reactions to these tests can be correlated with the 
severity and duration of the disease. The effect of 
chemotherapy, with the resultant rapid arrest of the 
disease, on the development of these agglutinins has not 
been ascertained. Cabasso and Cox have demonstrated 
that when embryonated hen’s eggs are infected with 
mumps virus and treated with 2.0 mg. of aureomycin 
twenty-four hours thereafter, the virus proliferates but 
does not exhibit red blood cell agglutination. Subinocu- 
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lation of untreated eggs yields virus with characteristic 
hemagglutinive properties." 

The 13 consecutive patients ill with primary atypical 
pneumonia who were treated with aureomycin have 
manifested a striking clinical response. The great varia- 
tion in the clinical course of patients ill with primary 
atypical pneumonia of unknown cause is well under- 
stood. It should be emphasized, however, that all but 
1 of the patients in this group were severely ill and 
all required hospitalization. This group differs in its 
composition from the reported series of cases among 
military personnel, of which only a small proportion 
was considered severely ill. The possibility, that the 
prompt response to treatment observed in each patient 
of this unselected consecutive series was purely fortui- 
tous appears remote. Nine of these patients had 
received penicillin and/or sulfadiazine in dosages 
usually deemed adequate, without any apparent response. 
Prompt clinical improvement -was noted soon after 
therapy with aureomycin was instituted. No inher- 
ent antipyretic effect has been observed with this anti- 
hiotic in typhoid or certain other febrile diseases.° 

The amount of aureomycin used and its schedule 
of administration were empirically determined as a 
result of previous experience with the treatment of 
numerous types of infections. The drug was well tol- 
erated. Nausea, which was present in 6 of these 13 cases 
prior to therapy, did not interfere with the oral dosage 
schedule. With the amount of aureomycin used in this 
series, nausea abated on treatment and was not noted 
in the other patients. In the treatment of other infec- 
tions, when larger doses were given for more prolonged 
periods, nausea and anorexia attributable to aureomycin 
were encountered. This reaction was usually decidedly 
alleviated by use of aluminum hydroxide preparations. 
Several of the patients in this series complained of mild 
drowsiness. No neurologic abnormalities, nystagmus, 
vertigo, tinnitus or auditory disturbances were observed. 
The 1 patient who had transient fever and leukocytosis 
while receiving treatment has already been-described. 
No similar reaction has been noted in over 80 patients 
treated with aureomycin, and at present it appears 
unlikely that this complication can be attributed to 
the drug. 

The observations in these 13 patients would indicate 
that aureomycin is an effective chemotherapeutic agent 
for the treatment of primary atypical nonbacterial 
pneumonia. 

SUMMARY 

Thirteen patients with primary atypical nonbacterial 
pneumonia were treated with aureomycin. ‘The results 
have been sufficiently encouraging to indicate that 
this drug is an effective chemotherapeutic agent for 
this disease. No specific causative agent could be dem- 
onstrated for this series of cases of primary atypical 
pneumonia. Cold hemagglutinins were present in 46 
per cent of this series, and agglutinins for a strain of 
Streptococcus MG were demonstrated in 69 per cent 
of the cases. 

ADDENDUM 

A total of 18 completely studied patients have been 
treated to date (Jan. 5, 1949). Cold hemagglutinins 
were present in 50 per cent and agglutination for 
Streptococcus MG was positive in 75 per cent of these 
patients. Other studies have not indicated any specific 
cause. The response of these patients has been similar 
to that of the patients reported herein. 


OCCIPUT POSTERIOR POSITION—GUSTAFSON 


i; A. M. A, 
an. 29, 1949 


MANAGEMENT OF OCCIPUT POSTERIOR 
POSITION 


GERALD W. GUSTAFSON, M.D. 
Indianapolis 


In the past twenty years, the literature on ihe 
management of the occiput posterior position has been 
voluminous and varied. The problem is still worthy 
of study, as any one practicing clinical obstetrics will 
agree. This presentation is based on private patients 
personally delivered by me for the years 1942-1947 
inclusive and cared for in three Indianapolis hospitals, 
namely, St. Vincent’s Hospital, Methodist Hospital 
and the Coleman Hospital of the Indiana University 
Medical Center. 

All posterior positions may be divided into three 
groups as far as management is concerned: First, the 
largest group, constituting about 70 per cent of the 
total, in which rotation will occur spontaneously after 
engagement, with comparative ease in delivery, either 
spontaneously or with low or mid forceps. The only 
problem associated with this group is that of making 
it as large as possible by conservative handling of the 
entire group. Secondly, there is a small group of cases 
associated usually with enough pelvic contraction or 
disproportion so that even after hours of labor engage- 
ment does not occur; there is then persistent non- 
engagement of the head. Some of these may be 
classified with the first group aiter the second stage 
is reached; some will be of the third group, and in 
some abdominal delivery will be necessary, not because 
of the posterior position but because of disproportion. 
The third group consists of those cases in which engage- 
ment occurs but there is failure of rotation. These are 
the cases of so-called persistent occiput posterior posi- 
tion. It is in the handling of these cases that there is 
the greatest difference in opinion, and this is the group 
that I particularly wish to discuss. The size of this 
group will vary in different reports, depending on 
whether the author is radical or conservative regarding 
the length of the second stage of labor. Those of the 
former point of view advocate interference at the very 
beginning of the second stage, before there has been 
sufficient time for spontaneous rotation, while those of 
the latter wait for varying degrees of time in the second 
stage before interference, thus decreasing the number 
of patients requiring operative interference or assis- 
tance and lowering the station when it is necessary. 

The type of operative interference also varies con- 
siderably in different communities and in different 
clinics, as well as with the skill of the operator. For 
instance, a patient with a persistent occiput posterior m 
New York is apt to be delivered with the Barton 
forceps. However, in Jersey City, N. J., she would 
likely be delivered by means of the Kielland forceps. 
If, however, she were in Buffalo, a version and extrac- 
tion would be in order. Moving westward to Cleve- 
land, she would either have a version and extraction or 
a Bill’s modified Scanzoni maneuver. In Chicago, she 
would be treated by manual rotation or the key-in-lock 


maneuver. 
CAUSATION 


The pelvis itself is of great importance in the occur- 
rence of posterior position. Many times, the position 
occurs in borderline pelves, especially of the android 


8. Cabasso, V., and Cox, H. R.: Personal communication to the 
Nov. 30, 1948. 
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type with narrow fore pelvis, or in pelves with inlet, 
midplane or outlet contraction, and, because of this, 
dystocia may be present. As Cosgrove’ has pointed 
out, in these cases the primary problem is an evaluation 
of the asymmetry of the pelvis or the degree of cephalo- 
pelvic disproportion involved. 

Many years before the birth of roentgenologic pel- 
vimetry, the staff of the old Chicago Lying-in Hospital 
had recognized the high incidence of posterior position 
in a particular type of person, with an android pelvis. 
These persons are short and stocky and have short 
long bones, a wide symphysis, spade hands and girdle 
obesity. Horner? drew attention to them, and DeLee 
gave the name of dystrophia dystocia syndrome. Cor- 
nell * and Greenhill * have described their labors and 
emphasized the high incidence of associated posterior 
positions. Since then, Caldwell and Moloy * have shown 
the high incidence of posterior position in the android 
pelvis by means of their roentgenologic studies, while 
Thoms,® also, has pointed out the occurrence in the 
transversely contracted or anthropoid type of pelvis. 
While the incidence is highest in the android and 
anthropoid, it also occurs in the flat or platypelloid 
pelvis and in normal pelves. 

ln recent years, more traumatic pelves are seen as 
the result of automobile accidents. Some of these will 
show pronounced asymmetry and resultant occiput 
posterior positions. To consider the occiput posterior 
as a clinical entity and that alone as the cause of 
dystocia in these cases would be obviously fallacious 
and often disastrous. 

In addition to variations in pelvic architecture, which 
D’Esopo* stated are responsible for about 90 per cent 
of cases of primary posterior position, other causes are 
anything that will prevent rotation of the head, either 
mechanical, such as prolapsed arm or fibroids, or defi- 
cient uterine activity. The angle of fetal axis toward 
the inlet and increased pelvic inclination are also con- 
sidered factors. 

INCIDENCE 


In 28,494 cases of labor, Stander * reported an inci- 
dence of 8.1 per cent cases of posterior position. 
Danforth ® studied 1,565 private patients over a nine 
year period, examined early in labor, and found the 
incidence to be 27.1 per cent, the right posterior being 
observed 6.7 times more frequently than the left. 
Calkins '® reported an incidence of posterior position 
approaching that of anterior. 

It is difficult to obtain an accurate incidence of 
posterior position, because many of the patients enter 


1. Cosgrove, S. A.: Occipito Posterior Positions, Am. J. Obst. & 
Gynec. 31: 402, 1936. 
Horner, D. A.: Bradytocia: Study Based on Five eo Cases 
in Chicane Lying -in 1 Hospital, Surg., Gynec. & Obst. 44: 194, 
3. Cornell, ystocia ystrophia Syndrome, in Davis, H.: 
Gynecology Md., W. F. Prior Company, 
Inc., 1935, vol. 1, 
4. Greenhill, J. The | aS Dystocia Syndrome 4 an Indi- 
cation for Cesarean Section S. Clin. North America 4: 811, 1924. 
5. Caldwell, W. E., and Moloy, H. C.: Anatomical Variations in the 
Female eine and Their Effect in Labor with a Suggested Classification, 
= 1,0 bst. & Gynec. 26: 479, 1933. Caldwell, W. E.; Moloy, H. C., 
"Esopo, D. A.: Roentgenologic Study of Mechanism of Engage. 
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the hospital in advanced labor, examinations are usually 
abdominal and rectal and often the first examination is 
done by the intern. Because of this, I have not 
attempted to find the total number of our cases, as it 
would have been inaccurate. However, in each case of 
persistent posterior position the patient was carefully 
examined before delivery vaginally, and this number is 
accurate. 

Persistent Occiput Posterior Position —Cosgrove 
reported an incidence of 7.6 per cent, having 366 
persistent posterior positions in 4,810 private cases. 
Danforth reported 143 cases of persistent posterior 
position in 1,565 deliveries, or 131 in the cases with 
vaginal delivery. Recently, Miles *' listed 594 cases of 
persistent posterior position in a series of 2,601 private 
cases, an incidence of 22.4 per cent. 

In this series, there were 106 cases of persistent 
posterior position in 2,922 deliveries, an incidence of 
3.6 per cent. Of these cases, there were 72 instances 
of right posterior and 34 of left posterior position. In 
all, there was engagement of the head but failure to 
rotate. In addition, there were 17 patients during this 
interval for whom cesarean section was done when 
the occiput was in the posterior position and the head 
not engaged. These I would classify in group 2 or 
with persistent nonengagement of the head. 


TABLE 1.—Cases of Persistent Occiput Posterior Position 


No.of Persistent Occiput 


Year Deliveries Posterior Position 
415 12 


POSTERIOR POSITION IN PREGNANCY 


During the last month of pregnancy, primary occiput 
posterior position is found when the head is felt over 
the inlet with the occiput palpated deep posteriorly and 
the cephalic prominence anteriorly on the opposite side. 
Either the back is palpated far over on one side or there 
may be difficulty in palpating the back, as, in some 
instances, the baby’s back will almost coincide with the 
back of the mother, making the small parts of the baby 
directly in the midline or felt on both sides anteriorly. 
There may be a distinct groove seen transversely across 
the lower part of the abdomen, similar to that present 
when there is a full bladder or when there is threatened 
rupture of the uterus. Location of the fetal heart may 
vary. If it is on the same side as the fetal back, it is 
usually out to the flank, but in case of deflexion, the 
baby’s chest is thrust forward and the fetal heart may 
be heard loudest on the side opposite the back. 

After diagnosis has been made, and certainly if 
there is any possibility of pelvic contraction, measure- 
ments should be checked with roentgen pelvimetry. By 
seeing the patient first walk in, one can usually identify 
the pelvis of the dystrophia dystocia syndrome. 

Pregnancy itself is apt to be prolonged, these patients 
often going two or more weeks past the estimated day 
of delivery. While I may occasionally attempt to start 
labor with a dose of castor oil followed with a hot 


11, Miles, L. M.: The Elective Use of Kielland Forceps in Masans- 
ment of — Posterior and Occipito Transverse Positions, >» 
& Gynec. 55: 504, 1948. 
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enema, it is my policy not to induce labor mechanically 


unless the pelvis is ample, the head: engaged and the 
indication definite. 


CHARACTER OF LABOR 
Labor in persistent posterior positon is generally 
slower and longer, especially in those cases in which 
there are firm cervices and poor labor pains. In 20 of 


Taste 2—Parity of Patients Having Persistent Occiput 
Posterior Position in the Three Hospitals 


Hospital 
Parity St. Vincent's Methodist Coleman Total 
Pi Is 2 2 70 
Pil s 9 6 23 
Pill 4 3 0 7 
PIV 2 4 0 6 


the 106 cases there was prolonged labor, i.e., labor 
more than twenty-four hours. In 6 of these cases, there 
was a preliminary stage characterized by irregular pain 
without actual effacement and dilatation, but accom- 
pamed with enough pain to exhaust the patient. Obvi- 
ously, if this occurs, the patient must have rest, and 
often sedation is followed by much stronger pains which 
accomplish work. Rupture of the bag of waters is 
vften early. The head stays high longer than in 
anterior position, and there is less flexion. The head 
may enter the pelvis in the transverse diameter and 
then rotate to the posterior, or it may have been in 
primary posterior position and entered in one of the 
oblique diameters with the occiput posterior. The occi- 
put may rotate to the hollow of the sacrum, or it 
inay rotate to the anterior only to stop as a deep trans- 
verse arrest. In 1 of the patients, a 36 year old primi- 
gravida, after twenty-eight hours of first stage labor 
and one hour of second stage, the head descended and 
spontaneous rotation occurred, enabling delivery to 
take place by low forceps and, thus, putting her in our 
first group rather than in the third group. Rotation 
may not occur until the head is on the pelvic floor, but 
may occur any time after the spines have been reached 
or at station 0. 
delivery may occur, and, it so, it does by one of two 
mechanisms. The first is one with flexion; the region 
just anterior to the large fontanel or the forehead stems 
under the symphysis, and the occiput goes either 
through or over the perineum. The second mechanism 
is with the base of the nose under the pubis, the fore- 
head taking the lead much as in cases of brow 


presentation. 
MANAGEMENT 


Calkins has done much to alleviate fear of the pos- 
terior position by showing that the position in itself 
should be regarded as a normal one and labor so 
treated, provided that the condition of mother and 
haby remains good and there is continued progress. 

Thirty out of 70 primiparas with persistent posterior 
position showed nonengaged heads at the first exami- 
nation during labor. Diagnosis of disproportion is 
more difficult with the occiput posterior position, and, 
unless the pelvis is highly contracted, a trial of labor 
should be given. If the head remains high, it is wise 
again to check the pelvis and, if it has not been done 
previously, to make a roentgen pelvimetric examination. 
It is often helpful, but the ordinary roentgeno- 
gram gives little information. If the pelvis seems ade- 
quate, then the treatment is one of watchful expectancy. 


In occipitosacral position, spontaneous . 
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Station correctly diagnosed is just as important as 
dilatation; yet,. the varfous reports posterior 
position, one seldom is given the exact station of the 
presenting part; so that it is often impossible to tell 
whether operative procedures are done when the head 
is engaged or when it is still unengaged. I employ the 
station as suggested by DeLee '* whenever the lower 
portion of the head,.exclusive of the caput, is at the 
level of the ischial spines, the station is 0 and engage- 
ment has just occurred. Because of excessive molding 
and long caput,.it is possible for the caput to be in 
the midpelvis and with the biparietal diameter of the 
head above the brim. Inaccurate diagnosis of station 
is, | am sure, one of the reasons for failure of forceps 
operations, when they should never have been attempted 
in the first place. It is true that at —l1 station one 
may drag the baby’s head into the pelvis with success, 
hut good obstetrics dictates the use of the forceps only 
after engagement has occurred. Stations of all these 
persistent posterior heads are given in table 3, and 
these are the stations at which the patients were first 
seen in the hospital early in labor. 

Sedation during the first stage is imperative. For 
the patient having the first baby, there is no better 
sedative than morphine. During the war years, most 
patients were given pentobarbital sodium (nembu- 
tal*), 6 grains (0.4 Gm.) and this was supplemented as 
needed with ether given rectally. Recently I have been 
using more meperidine hydrochloride with scopolamine 
hydrobromide. Recently Hingson and others '’ listed 
among the dangers and limitations of continuous caudal 
analgesia the increased incidence of occipitoposterior 
position. If mother and baby remain in good condition, 
there must not be interference in the first stage. To 
attempt to convert the head to an anterior position or to 
do version in the presence of a partially dilated cervix 
is inviting trouble. 

[ also believe that there should be no interference, 
even though progress is slow, until after two hours of 
second stage pain or one hour with the head on the 
perineum. In some cases, the head will come only to 
the midpelvis. In this series, 85.7 per cent of the primip- 
aras and 72.2 per cent of the multiparas were per- 


mitted a ‘second stage of ‘two hours or more. Fetal 
TaBie 3.—Station of the Head m Early Labor 

Primi- 

Station gravida Parall Paralll Paral\ 
2 0 0 0 
—2 7 i 2 2 
—} 7 2 
22 1 1 
+1 10 7 1 1 
+2 6 ] 1 0 
+ 2 1 0 0 
4 0 0 0 0 


heart tones are watched carefully. In some mothers, 
dehydration will occur and dextrose may be given mtra- 
venously for food and fluid. 

If progress has stopped after two hours of complete 
dilatation with the head in the midpelvis or on the 
perineum, I believe that in the majority of cases the 
ideal treatment is manual rotation followed by forceps. 
Kushner and Wahrsinger '* stated, “Manual rotation 


12. DeLee, J. B., and Greenhill, J. P.: Principles and Prachee, ot 
Obstetrics, ed. “9, Philadelphia, W. B. Saunders Company, 1947, 

13. Hingson, R. M.; Edwards, W. B.; Lull, C. B.; Whitacre, ! aa 
audal Analgesia, J. A. M. A. 136: 221 (Jan. 948. 

14. Kushner, J. 1., and Wahrsinger, P. B.: The Kielland, 
Use in the Occipito Posterior and Occipito Transverse Positions, -\™ 
Obst. & Gynec. 52: 110, 1946. 
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of the head followed by forceps apphtation for extrac- 
tion very frequently is a failure because of the difficulty 
in keeping the head in the anterior position while apply- 
ing the blades.” My experience has been so different 
from this, that, after twenty years, I still believe that 
there is no instrument which can rotate the head in 
any position of the pelvis with so little chance of 
damaging mother and baby as the human hand. 

If the condition of the baby demands interference 
early in the second stage and the head is high at —1 
station, version is safer than forceps with the head not 
engaged, but just a little more time may make con- 
siderable difference in station. If one does a version, 
one must always be sure there is no obstruction and 
no contraction ring. 

If pains are not strong, one can occasionally permit 
a patient to go several hours in the second stage, but 
there is always the possibility of development of a con- 
traction ring. In 1 case I delivered the patient twelve 
hours after delivery had been attempted in another 
town, the patient entering the hospital here exhausted 
and with complete dilatation but poor pain. She was 
given rest and fluids for six hours after admission, 
before delivery was effected by manual rotation and 
low forceps. 


Tasie 4.—Management of Persistent Occiput Posterior 
Position in This Series 


Manual As a Pos- 
Rotation terior 
Followed __Bill’s DeLee (Occipito- 
by Modified Key-in- sacral) 
Year Forceps Seanzoni Lock Position 
12 0 0 0 
19 1 1 0 
9 0 0 1 
20 0 1 0 
19 1 0 0 
21 0 0 "1 
100 2 2 2 


Technic of Manual Rotation—The patient is placed 
on the delivery table with buttocks well over the end 
of the table. Ether anesthesia was used in each case. 
After preparation and draping, the bladder is catheter- 
zed. Following this, a rather deep left mediolateral 
episiotomy is done and the whole hand is placed in the 
vagina and the position of the baby checked. Because 
of excessive molding of the head, it is often impossible 
to be sure of, fontanels.and,sutures, so that one may 
search for an ear. The back of the ear will point to the 
occiput. The latter also can be verified by passing the 
hand upward along the occiput as this has an entirely 
different shape than the forehead. If a right occipito- 
posterior position is present I prefer to use the left 
hand internally, and if a left occipitoposterior position 
8 present the right hand is used. 

After certain identification of the occiput is made, 
the hand grasps the baby’s head with the occiput in the 
hollow of the hand, and rotation of the head is effected 
by simple pronation of the hand, the occiput thus turn- 
mg approximately 135 degrees to come under the 
symphysis. At the same time, the head is flexed. 

lf a left occipitoposterior position is changed 
by rotation to a left occipitoanterior position by means 
of the right hand, the latter holds the head from slip- 
ping back posteriorly and the left blade of the forceps 
'S applied with the right hand in place. The hand is 

removed and the right blade applied. If the occiput 
as remained anterior, then the baby is delivered by 
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ferceps exactly as in a primary anterior position. I 
prefer the DeLee modified Simpson forceps. 

If the position is a right occipitoposterior, the left 
hand is used to do the rotation; I prefer to place the 
right blade of the forceps first, because its presence 
tends to prevent rotation back to the posterior position. 


Fig. 1.—Drawing depicting manual rotation from the right occipito- 
posterior position, 


In case the occiput does rotate posteriorly before the 
blades can be applied or locked, then external pressure 
on the forehead by an assistant with the hand above 
the symphysis will usually suffice to maintain rotation. 
If, however, this is not successful, the internal hand 
can, in addition to rotation of the head, also rotate the 
back by pressure on the posterior shoulder. Abdomi- 
nal pressure may be used on the anterior shoulder to 
help rotation. Shoulder pressure was not necessary in 


Fig. 2.—Drawing depicting manual rotation from the left occipito- 
posterior position. 


any of these reported cases. If the shoulder and back 
are rotated, there is not the tendency of the occiput to 
rotate back to the posterior quadrant. If the head is 
displaced upward to a considerable degree, which is 
sometimes necessary, there is always danger of a 
sed cord. This happened twice in this series, 

t no harm was done. 
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Figure 1 illustrates rotation of a right occipitopos- 
terior position and figure 2 rotation of a left occipito- 
posterior position. 

Rotation by Forceps.—Rotation can be accomplished 
by the Scanzoni or Tarnier method, which has been 
improved by Bill*® of Cleveland. The latter’s results 
are excellent, but he reports version on over half of his 
cases Of persistent occiput posterior position. 

DeLee '* has also described a type of forceps rotation 
which he termed the key-in-lock maneuver. This con- 
sists in application of the blades with the front to the 
sinciput and gradual rotation of the head, a few degrees 
at a time, by pushing the head slightly upward, slight 
twist and then traction with repeated reapplication of 
the blades until the occiput is gradually brought to the 
anterior quadrant, from where it is extracted as in 
anterior position. 

If the occiput can be rotated only to the transverse, 
then a parietal-malar appltcation is necessary unless the 


Taste 5.—Cases of Manual Rotation 


Manual Rotation Manual Rotation 
Followed by Followed by 


Parity Midforeeps Low Forceps 


TaBLe 6.—IlVeight of Babies Delivered by Manual 
Rotation and Forceps 


Midforceps, Low Forceps, 


Parity Weight (Gm.) No. of Cases No. of Cases 
Primipara....... cence 1,814-2,268 0 1 
2,268-2,722 0 2 
2,722-3,175 Ww 
3,175-3,629 23 5 
3,629-4,082 13 1 
4,082-4,536 4 1 
4,536-4,990 0 0 
4,990-5,448 1 0 
Multipara.....cccccess 1,814-2,268 0 0 
2,268-2,722 1 1 
2,722-3,175 2 
3,175-3,029 2 
3,629-4,082 0 8 
4,082-4,596 5 
4,536-4,900 1 1 


Kielland or Barton forceps are used. Langman and 
Taylor ‘* stated preference for the Barton forceps, par- 
ticularly with high transverse arrest. 

Some obstetricians prefer to deliver some cases of 
occiput posterior position as occipitosacral, especially 
when the head is tightly wedged in the pelvis and the 
pelvis is of the anthropoid type. This was necessary 
twice in my series after failure of manual rotation. 
One was in a traumatic pelvis that was very question- 
able, but within five and a half hours of first stage pain 
and two hours of second stage the caput was visible, 
but station was only about plus 1 as there was tremen- 
dous molding of the head. Midforceps operation 
resulted in a 9 pound 3 ounce (4,167 Gm.) baby and a 
3 degree laceration. 

Because of long labor, with an exhausted patient and 
uterus, the dangers of postpartum hemorrhage must 
be kept in mind. Three of my patients required 
transfusion. 


15. Bill, A. H.: The Treatment of the Vertex Occipito Posterior Posi- 
tion, Am. J. Obst. & Gynec. 22: 615, 1931. 

16. DeLee, ?: B.: The Treatment of Occiput Posterior Position After 
Reqegement of the H Surg., Gynec. & Obst. 46: 696, 1928. 

17, Langman, L., and Taylor, H. C., Jr.: The Selection of Forceps for 


Mid Pelvic Arrest of the Vertex, J. Obst. & Gynec. 52: 773, 1946. 


MORTALITY AND MORBIDITY IN PERSISTENT 
POSTERIOR 


In this group of 106 cases, there was no maternal 
or fetal mortality. Six patients showed morbidity 
according to the standard of American College of Sur- 
geons. Causes were as follows: endometritis (1 case), 
cause unknown (1 case), pyelitis (2 cases), cystitis 
(1 case) and acute suppurative pyelonephritis (1 case), 
In the last case there was long labor; the patient 
passed blood from the bladder during the last of her 
labor and was hospitalized about six weeks. 


THE UNENGAGED HEAD 


In addition to cases of persistent occiput posterior 
position, there is the group in which there is persistent 
nonengagement. These cases require careful study and 
evaluation of the pelvis. Several hours of labor may, 
however, decide the issue clearly. As previously men- 
tioned, accuracy of station is of great importance. One 
can usually determine after a few hours of Jabor which 
cases will require cesarean section, because of the con- 
tracted pelvis with disproportion. With continued 
overriding of the head in a borderline pelvis and a 
failure of the Muller Hillis maneuver to bring the 
head to the spines, suspicion is warranted. 

During the six year period covered in this analysis, 
there were seventeen cesarean sections, all low cervical, 
done when the occiput was in posterior position. Three 
of these were of the elective type, one done because 
of borderline pelvis, the patient being a 43 year old 
primipara who formerly presented a sterility problem, 
another with severe toxemia and the third with definite 
disproportion plus a rheumatic heart. Fourteen were 
done after trials of labor, varying from fourteen to 
forty-eight hours, and, in my judgment, all needed 
cesarean section and would also have needed cesarean 
section if the position had been anterior. There was 
no maternal mortality, and 1 baby in this group was 


stillborn. 
SUMMARY AND CONCLUSIONS 


In the greatest number of cases of occiput posterior 
position, rotation will spontaneously occur and the 
patient be delivered with comparative ease. In cases of 
persistence of the unengaged head after several hours of 
labor, definite inlet obstruction is-usually found. In my 
hands, manual rotation and forceps continues to be 
the most satisfactory means of dealing with the per- 
sistent occiput posterior position. One hundred out 
of 106 patients were so treated. The technic used is 
given. A reasonable duration of second stage is urged, 
so that the number of cases of persistent posterior post- 
tion will be held to a minimum. 


ABSTRACT OF DISCUSSION 


Dr. E. L. Cornett, Chicago: Occiput posterior positions 
are much more frequent than formerly supposed. One sees 
the patient today earlier in her labor, because of better prenatal 
instruction. In many, the rotation to the transverse and anterior 
positions take place relatively early in the first stage. Thus 
many posterior positions are missed if the patient is first seen 
after labor is well established. I am pleased to note that 
Dr. Gustafson does not induce labor in dystocia dystrophia 
In my opinion it is nearly always fatal to do so. The patients 
will be much better off if allowed to go into labor spontaneously, 
when they will either deliver promptly or require rad 
treatment. As Dr. Gustafson has indicated, the diagnosis 
the location and position of the head is of extreme mm . 
It is only thus that disaster is avoided. Terrible lacerations 
of the vagina and damage to the fetal head follow if this rule 
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is not observed. Since the advent of analgesia, the suffering 


jormerly seen in the first stage of labor can be avoided. Now 
ime can be safely taken for the first stage of labor. I still 
4 not use morphine as the sedative, except in the occasional 
ase, because of its effect on the respiratory apparatus of the 
tus. I would advise the’ use of barbiturates or meperidine 
jydrochloride in adequate dosage. Dr. Gustafson did not men- 
tion intact membranes, after dilatation is complete, as a cause 
jor the delay in the rotation of the head anteriorly. I have 
made it a practice to rupture the membranes artificially when 
jlatation is complete ; thus the full force of the uterine contrac- 
fon is utilized to cause the head to descend and to rotate. 
itoften shortens the labor and converts the delivery to a simple 
srocedure. The membranes should not be ruptured if version 
wd extraction are under consideration, because the liquor 
wninii may be all drained away. Manual rotation of the head 
hould be accomplished without disengaging it. I have found 
it possible in the large proportion of cases to rotate the head 
ly placing two fingers in the upper lamboid suture and exerting 
wessure upward in the wide arc of the circle. Rotation by 
reps, no matter what make, is fraught with the danger 
flacerating the vagina badly. It is not the operation of choice 
ir the occasional obstetrician. I make a plea for the patient 
wi the consulting obstetrician: Please do not interfere with 
mogress of labor; support the patient with liquids and easily 
jigestible food. Call the consultant early before the case 
eomes hopeless with respect to the baby. 


Dre. Gexatp RocGers, Oklahoma City: The more patients 
|e, the more I am led to the conclusion that the primary 
xcurrence of occiput posterior position, as well as its abnormal 
yrsistence. necessarily implies the existence of some degree 
i bony pelvic asymmetry, deformity or cephalopelvic dispro- 
wrtion. Occiput posterior position is not necessarily and per se 
a definite pathologic entity; it becomes pathologic by reason 
i its persistence, and the cause is practically always an 
mmaly of pelvic architecture. Therefore, the problem of 
matagement should be predicated on the existence and nature 
i bony dystocia rather than primarily on the troublesome 
wsition caused thereby. The most important phase in manage- 
ment consists in competent antenatal estimation of the pelvic 
aacity or adequacy, taking account not only of the inlet but 
mrtticularly of the midplane and the outlet. Roentgenographic 
nensuration should be increasingly utilized in estimating the 
wrderline and definite contractions. There is no substitute 
it manual pelvimetry and no argument but that the fetal 
wal is the most practical pelvimeter in the final analysis. 
lagree that manual rotation of the occiput is the simplest 
a safest method, with due precaution to prevent its disloca- 
tn from the pelvis and possible prolapse of the cord. Surgical 
westhesia—I prefer cyclopropane with oxygen—adequate expo- 
we and free mobilization of the head, usually with medicinal 
wit soap, facilitate all attempts at rotation. My geographic 
taming prescribes the DeLee-Simpson forceps wherever forceps 
we indicated. I use the key-in-lock maneuver. I wish to 
imgratulate the essayist on his conservatism and his morbidity, 
especially | agree that there can be no, fixed rules govern- 
™ the length of time to wait in the second stage. If the 
sition of the head is abnormal, if progress is arrested, this 
my be corrected earlier than the traditional two hours, and 
mh may be gained by correcting the position and delivering 
% patient. I would not have any feeling of satisfaction if the 
~ had finally rotated spontaneously after four or five hours 

second stage labor, knowing that I could have cor- 
ual this in a few minutes several hours previously. 


~ Burorp G. HAMILTON, Richmond, Mo.: It is evident 
the obstetricians’ problems are in keeping with the 
of their special section of the country. I have 

that reports of obstetric problems in the thickly 

te areas with a large foreign group are different from 
a. Kansas City area. Western Missouri and Eastern Kansas 
in etltural areas, with little or no segregated areas, with 
mr ad Spaces, with a typical American population and a 
foreign population and with possibilities of a generous 
diet for all. Thus a pelvic problem is seldom encoun- 

there. The problem relates to the cervix and, in a few 
"8, the lower uterine segment. The type of pain with both 
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large and small babies concerns each of us. Roentgen pel- 
vimetry is followed in all doubtful cases and in all cases of 
delayed labor. Roentgen pelvimetry will be disappointing until 
such a time as the various national obstetric and gynecologic 
societies jointly establish a standard of roentgen pelvimetry, 
that can be followed in all obstetric departments and in private 
hospitals. To date my co-workers and I have analyzed about 
1,500 cases of occiput posterior position, personally cared for 
in labor. Our analysis of the groups reported show an instance 
of 47 per cent occiput posterior position. Our various per- 
centages are in keeping with Dr. Gustafson’s report. Then, 
since we have accepted the preliminary stage of labor as a 
part of labor, we find there is little difference in the duration 
of labor in anterior and posterior positions. It is for this 
reason that we have in each report said that the only difference 
between the two positions is in time and the ability to wait. 
With food, fluids and rest judiciously used, keeping a patient 
with a moist tongue and a pulse rate below 90, time and 
management seem to be the answer to our problems. I do 
not know why rotation takes place in any patient or where 
to expect it to take place, if at all. Often in seemingly hopeless 
cases, with more fluids and rest I have seen spontaneous 
deliveries or changes in station that made delivery safe. 
Williams, DeLee, Litzenberg, Schwarz and other old masters 
have said, “Wait!” Realizing that cervical repair has been 
disappointing in my hands and that uterine inertia and cervical 
dystocia have been lessened in keeping with my management of 
labor, I am convinced of the importance of food, fluids and rest. 


SURGICAL TREATMENT FOR COARCTATION 
OF THE AORTA 


Experiences from 60 Cases 


ROBERT E. GROSS, M.D. 
Boston 


Coarctation is a congenital obstruction of the aorta; 
a segment of the vessel has only a tiny lumen or, indeed, 
may be entirely obliterated. It is four or five times 
commoner in males than in females. There have been 
many excellent descriptions of the pathologic structure, 
particularly in reference to the development of col- 
lateral arterial channels.'’ The condition can be quickly 
recognized during life by adequate physical examina- 
tion. The seriousness of the prognosis has not been 
appreciated by most physicians. 

In an attempt to determine the prognosis for patients 
with coarctation of the aorta, Reifenstein, Levine and 
Gross * reviewed postmortem material from the larger 
hospitals of the Boston area and picked out for study all 
cases of coarctation whether or not the coarctation had 
contributed to death. In this way statistics were com- 
piled which would in a rough way reflect what has 
been happening to persons with coarctation in the popu- 
lation at large. In general, the subjects could be classi- 
fied into four groups of approximately equal size: 


1. About one quarter (26 per cent) of the patients 
lived a long life, had little or no incapacitation and 
were able to exist with a reasonably high degree of 
efficiency. Some lived to advanced old age. Some had 
mild or moderate disability, which, however, was suffi- 
cient to take them to a physician or hospital where 
appropriate studies indicated the existence of an aortic 


From the Department of urgery of the Harvard Medical School 
and the Surgical Services of - hildren’s Hospital and the Peter Bent 
Brigham Hospital. 

ead before the Section on Surgery, General and Abdominal, at the 
Ninety-Seventh Annual ion of the American Medical Association, 
June 24, 1948. 

Bramwell, . and Jones, A. M.: Coarctation of the Aorta: The 
Collateral Circulation, Brit. Heart. J. 3: 205-227, or 

Reifenstein, G. A.; Levine, S. A., and Gross, E.: Coarctation 
of the Aorta: A Review of 104 Autopsied Cases of = “Adult Type,” 
Am. Heart J. 33: 146-168, 1947. 
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block. In some instances, the abnormality was com- 
pletely unsuspected until the time of autopsy. 

2. About one quarter (22 per cent) of the subjects 
died from bacterial endocarditis or aortitis, the infecting 
organism usually being the Streptococcus viridans. 
Obviously, the threat of such infection is greatly mini- 
mized today when various chemotherapeutic agents are 
available. However, it is well to point out that sterili- 
zation of the blood stream may be followed by irremedi- 
able myocardial damage or weakness and dilatation of 
an aortic wall which have resulted from a burned out 
infection. 

3. In about one quarter (23 per cent) of the cases 
there was sudden death from rupture of the aorta. 
Aortic rupture was most apt to be preceded by hyper- 
tension, but it could occur in the presence of relatively 
normal pressures. 

4. About one quarter (28 per cent) of the patients 
died because of the hypertensive state. Deaths from 
cardiac failure were about twice as common as fatalities 
from intracranial hemorrhage. 

The majority of the deaths from rupture of the aorta 
or from intracranial hemorrhage occurred in the second 
and third decades. Deaths from bacterial endocarditis 
or aortitis occurred throughout the first five decades, 
but were most common in the third decade. Deaths 
from congestive failure were most common in the third, 
fourth and fifth decades. The average age at death 
(including those who died of incidental causes) was 
35 years. Ii patients were excluded who died from 
“incidental” causes, the remaining patients (those who 
died from coarctation or its complications) had an aver- 
age age at death which was reduced to about 30 years. 

The aforementioned study indicates that, while some 
persons may live a long and useful life with coarctation 
of the aorta, the abnormality is one which brings tre- 
mendous hazards to its possessor. Certainly, attempts 
to remove aortic obstructions are worth while, pro- 
vided that such operations can be carried out without 
prohibitive mortality rates. 


PHYSICAL OBSERVATIONS 


Fortunately, coarctation of the aorta produces changes 
in the peripheral parts of the vascular system which 
make it easy to recognize the underlying abnormality. 
By physical examination, the diagnosis can be estab- 
lished quickly and with great accuracy from a few 
simple readily discernible variations from the normal. 

Of greatest importance is the reduction of arterial 
beats in the lower part of the body. Palpation of the 
femoral arteries will reveal a greatly diminished or 
an absent pulsation. In some cases a weak femoral 
pulsation can be felt, but the impulses come much 
later than the radial artery pulsation—a reversal of 
normal—indicating that blood is reaching the femoral 
region by way of long tortuous channels through the 
collateral beds. If femoral pulsations appear to be 
diminished in intensity, the pressures in the popliteal 
arteries should be checked with a sphygmomanometer. 
Normally, the pressure in the legs should be 30 or 
40 mm. of mercury higher than that in the arms, but 
in the presence of an aortic block the leg pressures are 
decidedly below those of the arms. 

Whenever an aorta is obstructed there is a well pro- 
nounced tendency for the pressures in the arms to be 
raised to the upper ranges of normal or to hypertensive 
levels. In the majority of patients, and certainly in 
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those beyond the first decade, there is hypertension, 
ranging anywhere from mild to pronounced degree, 
When any patient is found to have elevated pressure in 
the arms, the examiner should check the circulation iz 
the legs, to seek for coarctation as a possible cause 
for the hypertension. 

Differences of pressure in the two arms greater 
than 30 or 40 mm. of mercury suggest that the aorta 
is blocked somewhere proximal to the origin of the left 
subclavian artery. That this is not necessarily true 
is indicated by 2 of our patients who had decided dis- 
crepancies in the arm pressures; in both subjects the 
coarctation was well below the origin of the left sub- 
clavian artery, but the first part of the subclavian artery 
was abnormally small or atretic in each case. 

A blood pressure determination which is made on an 
office visit or during rest in bed must not be taken 
as an indication of the pressure which exists when the 
patient is performing exercise or is under physical 
strain. , A normal person will respond to moderate 
activity by elevation of the blood pressure 20 to 40 mm. 
of mercury, but a patient with coarctation of the aorta 
(in whom a large quantity of blood cannot pass out into 
the peripheral vascular bed) will respond to exercise 
by extraordinary rises in the arm pressures, frequently 
amounting to 100 or 150 mm. of mercury above the 
resting level. 

Evidence of collateral arterial circulation is often 
observed, but is by no means constant in appearance. 
It is less apt to appear in children; it is commonly 
found in adults. It is more easily detected in thin 
subjects. Pulsations may be seen and felt medial to 
and below either scapula, above and beneath the clavi- 
cles and along either side of the sternum. From the 
internal mammary arteries pulsations may extend 
downward onto the abdomen, along the course of the 
epigastric arteries. Pulsations which appear on the 
anterior part of the chest are apt to be somewhat more 
intense on the right than on the left. 

Murmurs are rather variable. Frequently, but not 
constantly, there is a systolic murmur of mild or moder- 
ate intensity over the precordium, which is transmitted 
with almost equal intensity to the left side of the inter- 
scapular area. The level of the point of maximum 
intensity of murmur to the left of the spine is no indi- 
cation of the actual level of the aortic block. The 
systolic murmur which has been so frequently described 
in connection with coarctation may arise from the con- 
stricted segment itself, but in some instances it comes 
from an angulatiomof a channel, such as occurs in the 
region where the internal mammary artery takes off 
from the subclavian artery. Furthermore, a systolic 
murmur may originate from an associated interventricu- 
lar septal defect or, occasionally, from a bicuspid aortic 
valve. In some patients there is no murmur. In occa- 
sional instances, tHere is a continuous murmur which 
is accentuated during systole and which dies off m 
diastole. This may have a central origin from an 
associated patent ductus arteriosus, or it may have @ 
peripheral origin from blood rushing through tortuous 
and greatly dilated collateral vessels. The murmurs m 
patients with coarctation of the aorta are inconstant = 
appearance and are variable in intensity and in timing; 
little reliance can be attached to them in determining 
the presence or absence of a coarctation. , 

In middled-aged subjects electrocardiographic trac- 
ings or a poor tolerance for exercise may give evidence 
of myocardial damage and cardiac insufficiency. - The 
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eye grounds may show nicking of vessels, narrowing of 
some channels or hemorrhages of the retina, which can 
occur with any hypertensive state. 


ROENTGENOLOGIC DATA 


The common location for coarctation is just beyond 
the distal end of the aortic arch. This usually produces 
certain roentgenologic signs. In infancy or in child- 


= 


Fig. 1|.—-Tracing taken from a roentgenogram of a man with coarctation 
of the aorta. The heart is enlarged. The aortic knob is small. The 
black arrow points to an indentation in the descending aorta. The white 
arrows indicate some of the notches on the inferior edges of various ribs. 


hood, examination of the chest may show only cardiac 
hypertrophy or other changes which do not clearly 
indicate the type of cardiovascular abnormality which 
is present. Beyond the first decade of life, roentgen- 
ologists are usually able to make a positive diagnosis 
of aortic coarctation from a few simple observations. 
The heart is apt to be enlarged. Cardiac hypertrophy 
and dilatation may be pronounced when there has been 
long-standing hypertension. The aortic knob is usually 
small and lacks its normal prominence. In some 
instances, it is possible to see a slight indentation of 
the first part of the descending aorta, especially if the 
patient is turned in just the right angle to throw the 
aortic shadow off the spine shadow. Most important 
is the observation of notching or scalloping along the 
inferior edges of the posterolateral portion of the ribs, 
where tortuous and pulsating intercostal arteries have 
eroded the adjacent bone. Rib notching is seldom 
found in the upper and lower two or three ribs. 

In rare instances a coarctation may be in the lower 
portion of the thoracic aorta or even in the upper part 
of the abdominal aorta. In such circumstances the 
aortic knob should be normal in size and prominence, 
and if notching appears on the ribs it should involve 
only the lowermost ribs. 

For exact confirmation of diagnosis and for visuali- 
zation of the anatomic abnormality, angiocardiography 
'S_ most useful. I have had some disappointments 
with the intravenous injection of iodopyracet (“dio- 
drast”) because the material has become too diluted 
by the time it reaches the aorta. Direct injection on 

ne arterial side of the circulation may give better 
Visualization of the aorta. I prefer to do this by 
Tetrograde introduction of ‘a polyethylene catheter 
through the left axillary artery, threading the catheter 
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back through the subclavian artery into the aorta. 
Iodopyracet injected through this catheter will reach 
the aorta in very high concentration, and excellent 
visualization can be obtained. 


SURGICAL TECHNICS 


Surgical attack on coarctation of the aorta has been 
preceded by extensive laboratory investigations * which 
were designed to study the feasibility of resection of 
segments of the thoracic aorta and to test methods for 
anastomosis of the remaining ends of the vessel. In 
dogs it was found that short portions of aorta could be 
removed safely and that the vessels could be recon- 
structed with a high percentage of animal survivals, 
without dehiscence of the suture lines and without 
thrombosis at the anastomoses. In experiments with 
different types of arterial suture, it was proved that the 
most reliable method of anastomosis was that in which 
the vessels ends were brought together with a con- 
tinuous mattress suture of silk, with the stitches taken 
through the entire thickness of the aortic wall and the 
ends of the vessel turned outward. This brought intima 
to intima, and, if properly performed, no silk was 
exposed on the internal surface. ¥ 

The technical details of operation have been fully 
described elsewhere * and need not be repeated here; 
however, it is well to 
emphasize a few points. 
Intratracheal anesthesia is 
essential. I now _ believe 
that cyclopropane anesthe- 
sia for the entire duration 
of these long operations is 
dangerous, but it does have 
distinct advantages for short 
periods when the surgeon 
is particularly desirous of 
having the respiratory 
movements at a minimum. 
Ether anesthesia with a 
closed system for the great- 
er part of the operation has 
been found to be satisfac- 
tory. 

It is important to have 
a cannula in a vein 
(preferably an ankle) for 
administration of blood 
throughout the procedure. 
Blood loss may be pro- 
nounced during the opening 
of the chest, because of the 
great vascularity of the 
thoracic wall. Furthermore, 
injury to one of the large 
collateral channels adjacent 
to the aorta may give rise coarctation of the aorta. Above, 

a common site of coarctation, at 


to serious hemorrhage. Dry or near the attachment of ‘the 


ligamentum arteriosum. Middle, 
sponges and packs are used, segment of narrowed aorta which 


so that they can be weighed has been excised. Below, recon: 
to determine how much anastomosis, 
blood they contain. This 

figure, along with the amount of blood in the suction 


apparatus bottle, furnishes a rough estimate of the 


rimental Studies Regarding Its Surgi Correction, New land 
233: 287-293, 1948. went 
. Gross, R. E.: es Correction for Coarctation of the Aorta, 
Surgery 18: 673-678, 1945; Technical Considerations in Surgical Therapy 
for Coarctation of the Aorta, ibid. 20: 1-8, 1946 


3. Gross, R and Hufnagel, C. A.: Coarctation of the Aorta: 
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total blood loss and can guide the replacement therapy. 
It is highly important to give adequate amounts of 
blood, so that shock and cerebral anoxia are avoided. 
Infusion of 1,000 or 2,000 ce. of blood is common 
practice; in a few cases larger amounts have been 
necessary. The intravenous injection of dextrose dur- 
ing so long an operation is likewise of great value in 
keeping the patient in a stable condition. Injection of 
dextrose through the blood transfusion set is apt to lead 
to clogging of the apparatus; hence, it has been my 
practice to give the dextrose solution through an 
entirely separate apparatus for intravenous adminis- 
tration. 

The surgical approach is through a long incision 
medial to and below the left scapula, running well 
around below the left breast. Previously, most of the 
fourth rib was removed from its bed, but I have found 
that this will give a depression deformity of the chest 
in some cases. More recently the chest has been 
entered throughout the entire length of the fourth 
interspace. Short segments have been removed pos- 
teriorly from the third, fourth, fifth, sixth and seventh 
ribs, but it is usually necessary to cut only the fourth 
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Fig. 3.—-Blood pressure chart from a 23 year old woman, who was 
treated for coarctation of the aorta. The solid line indicates systolic 
pressure in the arms. The dotted line indicates systolic pressures in the 
legs. (Prior to operation blood pressure readings could not be obtained 
in the legs with a sphygmomanometer). 


and fifth intercostal muscle bundles. A wide exposure 
is essential. This transpleural approach to the aortic 
arch and first part of the descending aorta permits an 
adequate view of the region and will allow mobilization 
of the aorta from its bed. 

If possible, the intercostal arteries are saved by 
applying small serrefine clamps to them temporarily. 
In some cases it is necessary to doubly ligate and 
divide the upper one or two intercostal arteries, if they 
lie in a position which will interfere with subsequent 
sewing of the aortic wall. As a general principle it is 
well to preserve as much of the collateral blood supply 
as possible, but in no circumstances should the col- 
laterals be kept if in doing so there is any com- 
promising of the establishment of a first class aortic 
anastomosis. Appropriate noncrushing clamps are 
applied above and below the constricted area of aorta, 
and the narrowed portion is cut away. The remaining 
ends of the aorta must be fashioned to have lumens of 
nearly equal size. By handling the clamps, the assistant 
can bring the ends of the aorta together and maintain 
them in juxtaposition while the surgeon sews the 
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vessels together; there is no tension whatever on the 
sutures while they are being placed. 

A high coarctation, which appears at, or very close 
to, the origin of the left subclavian artery can be treated 
by placing the uppermost clamp directly across the 
aortic arch and the left subclavian artery, temporarily 
closing off the latter. This permits the lower end of 
the aorta to be brought up directly to the aortic arch 
itself. In 12 cases of the present series a high anasto- 
mosis of this sort was required. 

In the segments of aorta which were removed, the 
lumen was usually a tiny opening, no more than 1 or 
2 mm. in diameter, and in no specimen was it more 
than 3 mm. in diameter. In 6 cases of this series there 
was an associated patent ductus arteriosus, the ductus 
in 5 instances communicating with the aorta above the 
aortic obstruction, and in 1 instance it led into the lower 
aortic segment. In each case the ductus was completely 
divided and the pulmonary end was closed by con- 
tinuous silk suture. The distal end of the ductus was, 
of course, cut away and removed with the narrowed 
segment of aorta. 

In several instances operation was limited to explora- 
tion of the chest, because the observation indicated a 
long constriction in the aorta. In a few cases, when 
a relatively long aortic segment was removed, there 
was great difficulty in getting the ends of aorta together 
because of great tension in the aorta. Finally, in sev- 
eral other operations an insufficient amount of narrowed 
aorta was cut out, because of the fear that removal of 
more vessel would lead to insurmountable difficulties 
in getting the remaining ends of aorta together; this 
meant that an anastomosis was made in such a way 
that much of the obstruction was removed, but that a 
lumen of ideal size was not created. These three sets 
of circumstances have long made it evident that surgi- 
cal treatment for coarctation would receive great 
impetus if it were always possible to remove an entire 
constricted area (and not merely the most constricted 
area) and to bridge the gap thus made by a graft 
or transplant. If it were feasible to transfer safely a 
large vessel and implant it in this way to fill a gap. 
the surgeon would be able to cut above and below and 
reach back to normal-sized aorta and routinely establish 
an aortic pathway of normal size. Obviously, there is 
no other vessel in the body which is large enough to 
supply a segment for filling in an aortic gap. If graft- 
ing is to be done, the graft must come from some other 
person (who has died in an accident or has died after 
some nonseptic disease). Experimental work * from 
the laboratory (on dogs) seems to indicate that if 
arteries can be obtained within four or five hours after 
death they can be transferred to a recipient animal with 
an excellent chance of survival. Furthermore, methods 
have been devised whereby grafts can be preserved for 
periods as long as thirty-five to forty days before being 
implanted into recipient animals. Tissue culture 
studies ® show that vessels preserved in the manner 
employed are viable for as long as thirty-five or forty 
days. 

In 1 child of 7 years, removal of an aortic coarcta- 
tion left aortic ends which were widely separated. 
An aortic graft from another person (which had been 
published. Gross, R. E., and Bill, A. H.: Methods for’ Preservation and 


ransplantation of¢ Arterial Grafts, to be published. . 
. Ri Culture 
6. Peirce, E. C., Il; Bill, A. H., and Gross, E.: Tissue 


Evaluation of the Viability of Refrigerated 
Serum and Used for Grafting, to be published 


I 
t 
b 
t 
a 
P 
r 
tl 
h 
tl 
Ir 
| 
is w 
In 
wl 
re 
m 
4 
im 
siz 
cu 
to 
leg 
the 
do 
wil 
vit 
Ope 
hee 
| sur 
of 
per 
hyy 
Clal 
be. 
the 
the 
free 
mo} 
sub 
wil 
ve 
a’ 


Va 


COARCTATION OF 


Votume 139 
NumBer 5 
preserved thirty days) wags sutured into place to fill 
the gap. This graft was 5 cm. in length. Postoperative 
studies indicate taat an excellent aortic pathway had 
been established. This boy appeared to be in excellent 
health at the time of hospital discharge and at this 
writing (only one month since operation ). 


RESULTS OF OPERATION 


Sixty patients with coarctation of the aorta have 
been operated on. They varied in age from 5 to 
30 years. The over-all results are summarized in 
table 1. In 6 cases, the mediastinum was explored 
but the obstruction could not be removed because of 
the conditions which were found, such as regional 
inflammatory changes from an old burned out infection 
and a very long segment of narrowed aorta. In 2 other 
patients excision of the coarctation with end to end 
reconstruction of the aorta seemed impossible; it was 
therefore decided to sever the left subclavian artery 
high in the thorax, after the method suggested by 
Blalock and Park,’ turning down the proximal end of 
the subclavian for end to end anastmosis with the distal 
segment of aorta. In the first case there was fair, but 
incomplete, alleviation of hypertension. In the second 
case (treatment was too recent for final evaluation) the 
minimal |)lood pressure changes in the early postopera- 
tive period were discouraging as far as the ultimate 
relief of hypertension is concerned. In the remaining 
52 patients the narrowed segment of aorta was excised 
and an cid to end anastomosis was performed. In a 
few of these the size of the anastomotic opening was 
smaller than might be desirable, whereas in the vast 
majority of them it was possible to establish a lumen 
which had essentially the diameter of the aortic arch. 
In these 52 cases there were 7 deaths, the causes for 
which are listed in table 2. In 1 patient there was no 
relief of hypertension, and in 3 others there was a 
moderate lowering of the arm pressures ; in all of these 
+ instances technical difficulties at operation made it 
impossible to establish an aortic pathway of satisfactory 
size. In the remaining 41 cases there was complete 
cure of hypertension; the pressures in the arms fell 
to normal levels, and there was a concomitant rise in 


‘leg pressures to figures equal to, or above, those in 


the arms. 

A high degree of hypertension prior to operation 
(oes not necessarily indicate that serious difficulties 
will be encountered at the operating table, nor does it 
vitiate the possibility of obtaining a satisfactory post- 
‘perative result. Indeed, some of the best effects have 
been seen in patients who have had systolic arm pres- 
sures well above 200 mm. of mercury; they had falls 
“tas much as 100 mm. of mercury in the postoperative 
period. However, it is certainly true that long-standing 
hypertension, particularly in male subjects and espe- 
cally in those beyond the second decade of life, may 
be expected to increase the surgeon’s problem, because 
the continued pounding of the aorta sets up fibrosis in 

tissues of the aortic bed which make it difficult to 
free the vessel from surrounding structures. Further- 
more, long-standing hypertension, especially in male 
subjects, will lead to greater loss of aortic wall 
elasticity, so that (following coarctation resection) it 
will be troublesome to get the remaining ends of the 


Wessel together for establishment of a satisfactory 
#astomosis. 


7. Blalock, A., and Park, E. A.: Surgi i 
Aa As gical Treatment of Experi- 
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The age of the patient has an important relation to 
the postoperative result which can be expected. Obvi- 
ously, in older subjects, when there are more advanced 
sclerotic changes in the arterial wall, the risk of opera- 
tion will be greater and the chances of obtaining a 
satisfactory aortic union will be less. Operations on 
older subjects necessarily imply that one is frequently 
accepting patients who have such conditions as 
advanced cardiac enlargement, myocardial damage and 
loss of cardiac reserve. It is difficult to define precisely 
the upper age limit of operability. In the early part 
of this work an opinion was expressed that operation 
should be reserved largely for patients in the child- 
hood and teen age periods, but now surgical experience 
has extended so that it is possible to tackle cases in the 
older age groups without assuming too high a risk. 
Some excellent results have been obtained in patients 
in the late twenties. However, there can be no doubt 
that the greatest satisfaction will always be obtained 
in younger subjects and that the chances for beneficial 
effects will diminish as one deals with older and older 
patients. 


TaBLe 1.—Data in Sixty Operations for Coarctation 


Operation, Result No. of Cases 


Resection of coarctation; end to end anastomosis 
Complete relief of hypertension....................... 41 


TaBLe 2.—Causes of Death Following Excision of Coarctation 


Age, 
Patient Yr. Cause of Death 
P. 8. 7 Too sudden removal of clamp 
A. 8. 30 from anastomosis (sudden death in 
24 hr. 
M. B. 15 Cerebral anoxia (death 3 days later) 
E. T. 9 Associated rheumatic mitral stenosis (death 1 week later) 
Death due to cyclopropane (sudden death at end 
of operation) 
w.c. 16 Cerebral anoxia (death 4 days later) 


J. iH. 21 Aortie valve insufficiency (sudden death 14 hr. post- 


operatively) 


In general, there are several reasons why small 
children should not be operated on: 1. The risks in 
babies or very young children would probably be extra- 
ordinarily high because the collateral channels are not 
yet well developed. 2. The aorta is not yet large 
enough to work on with facility. (It was my experi- . 
ence in experimental procedures that dogs under 35 
or 40 pounds [16 or 18 Kg.] in weight had aortas 
too small to suture with ease.) 3. An aortic lumen 
may be established at the anastomosis which is satis- 
factory for a child a few years of age, but it will prob- 
ably be insufficient in size when the person grows to 
maturity. Of course, it is possible that an arterial 
anastomosis will enlarge slightly as the subject 
becomes larger, but it is almost inconceivable that it 
will keep pace with the augmentation in size of the 
person as he grows to adult proportions. There is 
usually no urgency about operation in very young 
subjects. I have observed 6 babies within the first 
year of life who had pronounced cardiac enlargement 
and evidence of decompensation because of an aortic 
obstruction, but it was possible in all instances (with 


| 
l 
: 
T 
n 
h 
iT 
g 
e 
y 


290 COARCTATION OF THE AORTA--GROSS M.A. 


hospitalization, oxygen therapy, digitalization and the 
like) to tide them over for a few months and to have 
them regain compensation—presumably they 
increased the size of their collateral channels. It is 
probably wise to avoid operation before 6 or 8 years 
of age unless there are some specific reasons for ear- 
lier intervention. 

It is important to analyze the operative and post- 
operative deaths (table 2) in order to reduce the 
number of fatalities from this type of operation in the 
future. Of the 7 deaths only 1 was directly con- 
nected with the aortic abnormality and can be accepted 
as a reasonable risk of this type of operation. Probably 
all of the other deaths could have been avoided by 
(1) exclusion of patients in whom there is important 
mitral stenosis or aortic insufficiency, (2) avoidance 
of cyclopropane for the entire operation, (3) allow- 
ing for a slow readjustment of the circulation at the 
time of removal of the clamps and (4) administration 
of adequate amounts of fluid and blood during opera- 
tion. I have no doubt that future series of surgically 
treated patients with coarctation will carry lower mor- 
tality rates than have been possible in the initial 
phases of this work. 

In 1 subject, not included in the present series of 
60 cases, excision of the coarctation left a long gap 
which was impossible to close because of the inelas- 
ticity of the remaining aortic ends. A graft 5 cm. in 
length was inserted between the two ends of the aorta. 
Insufficient time has elapsed for final evaluation of 
this technic, but in the month after operation there 
was complete relief of hypertension in the arms and 
a raising of pressures in the legs to a level which was 
higher than that in the arms. The ease with which 
this graft could be sewed into place to establish a suit- 
able aortic channel would seem to give great promise 
for the treatment of coarctation in patients of mid- 
adult life, for whom direct anastomosis of aortic ends 
may be difficult or impossible. If further trial of these 
aortic grafts from one person to another indicates that 
they are relatively safe to use, then I believe that sur- 
gical treatment for coarctation of the aorta can be 
greatly extended and can be offered to patients in 
older age groups. 

Prior to the time when patients had been operated 
on for coarctation of the aorta there were some the- 
oretical reasons why removal of an aortic block might 
not be particularly effective in relieving hypertension. 
Presumably, an aortic obstruction proximal to the 
renal vessels would lead to renal ischemia of a degree 
which would produce permanent renal damage— 
which would then continue the hypertensién even 
though the aortic block were excised. It is now 
impossible to give credence to this theory, since suffi- 
cient experience has accumulated to indicate that if 
the aortic block is completely removed, the hyperten- 
sion will disappear. As a corollary of these remarks 
it should be added and emphasized that the surgeon’s 
duty is not only to remove some of the narrowed area 
but to remove all of the coarctation, so that a lumen 
is established which approaches the size of a normal 
aorta. : 

Surgical correction for coarctation of the aorta is 
an undertaking of considerable magnitude. The pro- 
cedure is time consuming and is certainly accom- 


&. Crafoord, C., and Nylin, G.: Congenital Coarctation of the Aorta 
and Its Surgical Treatment, J. Thoracic Surg. 14: 347-361, 1945. 


panied with dangerous pitfalls if one attempts to 
compromise on the steps which demand patience, gentle- 
ness and great accuracy of technic. These operations 
are apt to be exhausting for the surgeon, anesthetist 
and the entire team, but they have great compensation 
in the form of extremely gratifying results whenever 
hypertension is relieved. 


SUMMARY AND CONCLUSIONS 


A firm foundation of laboratery experimentation 
indicates that sections of the thoracic aorta can be 
excised and that the remaining ends of the vessel can 
be brought together by appropriate end to end anasto- 
mosis. After testing various types of aortic recon- 
struction, there seems to be no question that the best 
repair can be obtained by a union in which mattress 
sutures of silk grasp the entire thickness of the arterial 
wall and turn the ends of the vessel outward. 

Experiences are summarized from 60 patients who 
were operated on for correction of coarctation of the 
aorta. Fatality rates have not been excessive for a 
major operative procedure in its developmental stages. 
Without question, many of the deaths in this series 
could have been avoided by the procedures and pre- 
cautions which are now being employed. Experience 
which has now been gathered over a period of three 
years of surgical treatment for coarctation of the aorta 
indicates that in the vast majority of subjects it is 
possible to remove the aortic block and to obtain relief 
or complete cure of the hypertension. 


ABSTRACT OF DISCUSSION 


Dre. Wutts J. Ports, Chicago: This superbly illustrated 
dissertation on surgical treatment for coarctation of the aorta, 
based on this remarkable series, makes no comment more 
appropriate than, “Well done.” The apology for the mortality 
rate of 7 in 60 cases is entirely out of order. The mortality 
of about 10 per cent in an operation this formidable is truly 
enviable. In regard to the transplantation of preserved aorta, 
are the laws of physiology and living anatomy immutable, er 
can they be changed? The aorta is a very complex structure, 
tough because of its elastic membrane, yet very fragile. Will 
this highly specialized tissue yield in time to the connective 
tissue, and will it eventually yield to the onslaught of con- 
tinued pressure in the formation of an aneurysm? It is bril- 
liantly conceived, and time only will tell whether it will work. 
If Dr. Gross says that it will work, it will work. It will 
certainly solve many of our difficulties. I want to present yet 
another clamp hitherto unpublished. What has worried sur- 
geons, especially in the treatment of patent ductus arteriosus, 
has been the problem of a slipping clamp. This clamp has 
been built on the basis of the Indian fakir who walks on many 
nails, and because he steps on many points he does not injure 
the sole of his tough foot. This clamp at the top is approxi- 
mately 1 mm. wide. In it have been formed many tiny pomts, 
forty to 1 inch (2.5 cm.). The hub of the clamp is so con- 
structed that the jaws can coapt but cannot interdigitate. In 
considerable work on animals I have found it is impossible 
to injure the aorta. These tiny points catch in the adventitia 
of the vessel and will hold even though considerable traction 
is made on them. This was based on the development of 
clamps for the division and suture of patent ductus arteriosus. 
One clamp is put on the aortic side—it is about 1 mm. 
—and the straight clamp is put on the pulmonary side. Then 
the ductus can be divided, leaving the entire length of the 
ductus between the clamps for division and suture. In a boy 
16 years of age who had a blood pressure of 250 in the arms 
and about 100 in the legs and a greatly enlarged heart, I 
employed the principle of this clamp. He had no stump, his 
subclavian artery simply made an arch and continued upward. 
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There was a stricture which was less than 1 mm. in size. 
The long clamp was put across the top, and, according to Dr. 
Gross’ technic, which personally I prefer, of turning the ves- 
sel over, I sutured the posterior row and then turned it back 
and sutured the anterior row. Whether there is any advan- 
tage with such a narrow clamp in having part of the blood 
continue through the subclavian during the operation I do not 
know. The boy’s blood pressure dropped immediately after 
the operation to 150 and remained at that level, and the pres- 
sure in his legs came up to approximately 150. 

Dr. Ricnarp B. Capps, Chicago: The development of sur- 
gical methods for the correction of congenital cardiovascular 
defects is one of the most important scientific achievements 
of the last decade. Dr. Gross has been one of the most bril- 
liant workers in his field. As an internist, I would like to 
emphasize two points that Dr. Gross made. In the first place, 
coarctation of the aorta has usually been looked on as 
one of the congenital cardiovascular defects with an excel- 
lent prognosis. Dr. Gross in a study made in the last few 
years has shown that this was a misconception. He found 
that only 25 per cent of these patients live a normal life. This 
fact obviously justifies one in undertaking a fairly consider- 
able surgical risk in trying to correct the condition. The 
secon! point I should like to make is the importance of early 
recognition. Dr. Gross has shown that it is desirable to oper- 
ate on these patients before they are too old. I feel certain 
that the condition in a large percentage of cases is never diag- 
nosed at all, and certainly in a large percentage it is not rec- 
ognized until too late, until the patients have reached an age 
wherein surgical mortality is considerably increased. This 
means that internists and general practitioners must bear this 
condition in mind, and when they have a patient with hyper- 
tension, a patient with murmurs or arterial pulsations in unus- 
ual places, they should always palpate the femoral pulse and, 
if necessary, determine the blood pressure in the legs. Only 
by a wider recognition of this condition in its early stages 
can the full value of the new technics be realized. 

Dr. Avrrep Btatock, Baltimore: Dr. Gross and Dr. 
Clarence E. Crafoord of Stockholm are certainly to be 
congratulated for their excellent work on coarctation. My 
co-workers and I have operated on 26 patients with coarc- 
tation of the aorta, in most of whom we have used an 
end to end anastomosis between the proximal and distal seg- 
ments. In several patients, we have used the subclavian as 
a by-passing artery, but certainly the end to end anastomosis 
is to be preferred. There are still instances in which one will 
have to use the subclavian artery unless the interesting use 
of aortic grafts as described by Dr. Gross proves to be safe 
and practical. These are the instances in which the constricted 
area in the aorta is unusually long and those in which the 
aorta is decidedly diseased. 

Fifteen of the 26 patients on whom we have operated were 
more than 20 years of age. We have lost only 1 patient in 
this older age group, whereas 2 of the 3 deaths have been in 
the younger age group. These 2 younger patients had other 
congenital anomalies. I know that for a while Dr. Gross was 
not operating on patients over the age of 16, and I would 
like to ask him whether his views in that regard have been 
altered. Several days ago, I operated on a man of 41 years 
of age who had severe hypertension, severe headaches and 
severe precordial pain and who insisted on having the opera- 
tion performed. It was found that his aorta was in suitably 
good condition for an excision of the stenotic area and an end 
to end anastomosis. I think that he is the oldest patient thus 
far to have been operated on for this condition. I thoroughly 
agree with what Dr. Gross has said~and Dr. Crafoord has 
emphasized this repeatedly—that one should save the col- 
lateral intercostal arteries. Not only are they helpful in 
conducting blood to the lower part of the body, but preserv- 
ing them actually makes the operative procedure easier. The 

ture is apt to cut through these thin-walled dilated inter- 
Costal arteries if they are ligated. Since these intercostal 
arteries run in an upward direction, I do not believe that their 
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preservation interferes at all with the approximation of the 
proximal and distal segments of the aorta. As Dr. Gross has 
said, it is the division of the ligamentum arteriosum that 
really gives one the mobility and the length that one needs. 
In patients who have a very short proximal segment of the 
aorta, we use a modification of the Potts aortic clamp on this 
proximal segment. The back part of the clamp is narrower 
than the Potts aortic clamp, and one may place it on in the 
crotch between the left carotid and the left subclavian arte- 
ries. By this means, the proximal aorta may be completely 
occluded and the left subclavian artery partially occluded, 
thereby giving one a proximal stump of more adequate length. 
We have found the use of this clamp very helpful. I wish to 
congratulate Dr. Gross on this excellent presentation and 
particularly on the newer phase of the work that he has 
brought out, namely, the use of homogenous aortic grafts. 


Dr. Ecpert H. Fett, Chicago: I believe that it would be 
a mistake if some neophyte did not get up and express appre- 
ciation to Dr. Gross, Dr. Potts, Dr. Blalock and Dr. Shu- 
macker for their excellent teachings and writings which have 
meant so much to us in preparing to give surgical relief to 
those with congenital cardiovascular diseases. There are three 
points I should like to make. One is that if one visits their 
clinics and watches them, one realizes the importance of team- 
work—teamwork among pediatricians, cardiologists, anes- 
thetists and nurses—and the importance of an_ excellent 
surgical team. At the Cook County Hospital and the Presby- 
terian Hospital of Chicago, we have successfully operated on 
3 patients with coarctation, all children and all the operations 
done after the teachings and instructions of Dr. Gross. I 
wonder whether Dr. Craig, from his study of hypertension, 
has any idea how many children were found with hyperten- 
sion that had no femoral pulse. Palpation of the femoral 
pulse is an important part of a routine physical examination. 
One of these children was a small boy, 10 years of age, with 
hypertension (140) and no pulsation in the legs. The larger 
boy had a pressure of around 200, with no pulsation in the 
legs. The larger of the two was 13 years of age and under- 
going adolescent changes. These children grow rapidly dur- 
ing adolescence and have well developed shoulders. Both boys 
appeared normal, and yet both were greatly handicapped be- 
cause of the hypertension. Drs. Gross and Blalock have made 
great contributions. If physicians are more careful in physi- 
cal examinations they will be able to convert a seriously han- 
dicapped patient to a normal person. 


Dr. Norman E. Freeman, San Francisco: Dr. Gross is 
indeed to be congratulated on the splendid results that he has 
obtained. He spoke of visualizing the zone of the coarcta- 
tion by injecting a radiopaque material through a catheter 
introduced by way of the left axillary artery. Visualization 
is valuable as a means of avoiding operation in those patients 
who have an extensive narrowing or in whom the coarc- 
tation is not in the region of the descending arch. My 
co-worker and I attempted to introduce iodopyracet (“dio- 
drast”) through a catheter but were unable to inject suffi- 
cient contrast medium rapidly enough for visualization. Dr. 
Earl Miller of the Department of Radiology and I then 
resorted to retrograde injection of iodopyracet into the left 
common carotid artery. By this technic we have obtained 
satisfactory visualization in 14 out of 18 cases. The artery 
is exposed by a transverse incision above the sternoclavicular 
articulation and is surrounded by a segment of rubber tubing. 
After preliminary roentgenograms, the distal carotid is com- 
pressed and a needle is inserted under direct vision into the 
lumen of the artery. The needle is connected by a short seg- 
ment of tubing to a 50 cc. syringe containing 70 per cent 
iodopyracet. This solution is injected as rapidly as possible 
and serial roentgenograms are taken, the first just before 
completion of the injection. For children an 18 gage needle 
has been used with the injection of 10 to 25 cc. of solution. 
In adults we have used a 16 gage needle with 50 cc. of solu- 
tion. It is important to occlude the carotid artery above 
the needle during the injection and, after completion ofthe 
exposures, to withdraw the iodopyracet solution remaining 
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in the carotid artery, so that none of it reaches the cerebral 
circulation. Convulsions may otherwise be produced. There 
were 4 patients in the series of 18 in whom thoracotomy was 
avoided as a result of visualization of the thoracic aorta. One 
child had a normal distribution of arteries. In the second 
patient with classic observations of coarctation of the aorta, 
the thoracic portion of this vessel was normal. Extensive 
atresia of the aorta in the lower part of the thorax was vis- 
ualized in another patient. Finally, the degree of narrowing 
in the fourth case did not seem to be sufficient to warrant 
operation. There have been no significant complications from 
this procedure. 

Dre. Rorert E. Gross: Dr. Potts mentioned the possibility 
that the aorta grafts might not hold up for a protracted period 
I would not use a graft on any 


of time. That may be true. 
patient if it is possible to perform a direct anastomosis, 
because I am sure that the latter is far superior. But it is 


well to point out that it has been possible to implant grafts 
in dogs for as long as a year and to find them in excellent 
condition at the end of such time. It is because of the labora- 
tory groundwork that I have felt justified in trying grafts in 
a few patients. In reply to Dr. Blalock’s question about the 
age at which it is possible to operate on subjects with coarc- 
tation, in the first part of this work I would not have accepted 
anybody in the upper ages because the technical difficulties 
increase with age. Like every new procedure, the more expe- 
rience one gathers, the better the technic becomes, and it is 
then possible to tackle more and more difficult cases. I am 
delighted to hear that such good results have been obtained 
in a man of 41 years. The third point has to do with the 
adequate support of these patients during a long procedure. 
One must not allow them to get in a condition of shock or 
near shock, and then try to pull them back. It is highly 
important to prevent shock. They must have blood, dextrose 
and the like, throughout the operation. In order to estimate 
roughly the bleod loss in these patients (blood which is apt 
to come from the thoracic wall) I take certain precautions. 
Dry sponges are used; uniform in size, weighing about 8 Gm. 
They are not moistened when they are put into the chest; 
when they are discarded a nurse weighs them. There is a 
scale on which the weighing can be quickly made so that the 
amount of blood the sponges contain can be quickly ascer- 
tained. That figure, plus the amount of blood that is in the 
suction apparatus bottle on the floor, quickly tells the total 
amount of blood which has been lost. It is a rough estimate, 
of course, but it does give one a lead in estimating the amount 
of blood which must be infused back into the patient. 


Rat-Free Alberta.—To arrive at some explanation as to 
why Alberta should be rat-free when other parts of North 
America are infested, a study of various factors has been under- 
taken. They included physical geography, political geography, 
vegetation zones, climate, land settlement, land utilization and 
rat invasion, migration and distribution. The study is not com- 
plete but has progressed to a point where preliminary publica- 
tion appears warranted. Sufficient evidence has been elicited to 
indicate that a unique opportunity exists in western Canada 
for a detailed study of the methodology of rat invasions, migra- 
tion, and distribution. On many occasions during the 
past forty years rats have been reported in Alberta. And on 
each occasion the rats were brought in by the railways, but 
on every occasion they were found and destroyed. The people 
of Alberta are extremely wide-awake to the rat menace, and 
are determined to keep Alberta rat-free. However, the true 
answer to the problem lies not in the interest and 
enthusiasm of the people of Alberta; it lies in a definite rat- 
exclusion campaign that should start, not when the rats 
reach the Alberta border, but now on the west bank of the 
South Saskatchewan River fifty miles east of the provincial 
border. The battle that is fought there, if and when it is 
fought, will determine how long Alberta remains rat-free.— 
John H. Brown, M.Sc., Alberta: The Only Rat-Free Province 
in Canada, Canadian Journal of Public Health, September 1948. 
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All physicians encounter patients who have symp- 
toms that are difficult to treat because the mechanisms 
which produce them are poorly understood. Gastro- 
enterologists deal with a number of such symptoms, 
among which may be listed not only the many varie- 
ties of abdominal pain but also such complaints as 
belching, flatulence, malodorous breath, a bad taste in 
the mouth, coated tongue and heartburn. Although 
these are usually considered to be of minor significance, 
they may cause great annoyance and, by their resistance 
to treatment, create troublesome problems for both 
the patient and the doctor. 

Heartburn, the subject of this discussion, is such 
a symptom of vague causation. ..'though much has 
been done to explain its origin, there still exists a 
need to evaluate the clinical significance of heartburn 
and of the factors which cause it, so that satisfactory 
therapy can be planned. 

The various studies already carried out in investi- 
gating the origin of heartburn need not be reviewed 
in detail. Reference should be made, however, to the 
work of Jones.’ By dilating the esophagus with balloons 
placed at different levels and by injecting into the 
esophagus various fluids, he was led to the conclusion 
that the sensation described as heartburn was caused by 
an increased state of tension in the muscularis of the 
esophagus just above the cardiac sphincter, with addi- 
tional peristalsis in the reverse direction. The relation 
of local mucosal changes in the lower part of the 
esophagus to the development of heartburn has not been 
entirely settled. Alvarez? spoke of “sensitization” of 
the esophagus as contributing to heartburn. The exact 
nature of this process is not further defined. Babey * 
found that the slow injection into the esophagus of 
fluids ordinarily considered irritating caused no distress, 
but that if even bland fluids, such as water or dilute 
solutions of sodium bicarbonate, were injected rapidly 
burning distress was produced. This observation argues 
against mucosal irritation as the mechanism causing 
heartburn, as does also the speed with which the symp- 
tom will often appear and disappear. In all probability, 
therefore, heartburn is caused by abnormal neuromus- 
cular activity at, or just above, the cardia with alteration 
in esophageal tonus. This neuromuscular activity may 
be a response to too rapid dilatation of the esophagus 
during the act of swallowing, to contraction of the 
cardiac sphincter because of psychogenic factors or the 
result of reverse peristaltic waves which begin im 
the stomach and ascend into the lower part of the 
esophagus. 

Despite the studies which suggest that heartburn 
is primarily an esophageal symptom, the opinion is still 
held by some physicians, and it certainly prevails among 
laymen, that the symptom suggests some organic dis- 
turbance of the stomach, duodenum or other portion 
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of the gastrointestinal tract and also that it is due to 
“hyperacidity.” There is a failure to place the proper 
emphasis on the production of heartburn by functional 
esophageal disturbances, caused by faulty eating habits 
and aerophagia. The frequency with which heartburn 
is a manifestation of emotional tension is often over- 
looked. This study was undertaken for the purpose of 
further dispelling some of the existing misconceptions 
concerning heartburn. A similar study has already been 
reported by Alvarez.? 


PATIENTS STUDIED 


he persons examined for this purpose were a group 
of 120 patients consecutively encountered in office prac- 
tice. These patients had been referred to us because 
of a variety of gastrointestinal disturbances. Since they 
were unselected in any way, we believe they may be 
considered fairly typical of patients who consult physi- 
cians because of digestive and abdominal distress. 
Forty-six of these patients, approximately 38 per cent 
of the total, complained of heartburn; 74 did not have 
this symptom. The patients with heartburn included 
21 men and 25 women, a sex distribution similar to 
that of the control group, and the age distribution of 
those with heartburn was likewise not noteworthy. We 
were not able to find any indication that heartburn 
occurred more frequently in patients with specific types 
of hody build or habitus. 

\mong the 46 patients with heartburn, there were 
26 in whom the symptom was of sufficient severity 
to warrant our considering it a major symptom, 
although in none of these was the heartburn the only 
reason for seeking medical care. In 20 patients the 
heartburn was of minor severity, and these persons 
frequently made mention of the presence of heartburn 
only after direct questioning. 


PATIENT'S DESCRIPTION OF HEARTBURN 


It was often difficult for a patient to describe clearly 
the type of discomfort with which he suffered and which 
he called “heartburn.” A sensation of burning or heat 
was the usual description. Adjectives such as “sear- 
ing” or “acid” were occasionally used. The distress 
was often localized rather vaguely. The commonest site 
was behind the lower part of the sternum rather than 
in the epigastrium. When the patient was asked to 
point to the area of greatest discomfort, he often placed 
the entire hand over the lower part of the sternum, 
indicating an inability sharply to locate the burning 
sensation. Radiation of the distress only rarely was 
in a downward direction. When, however, the heart- 
burn was severe, it tended to spread upward along the 
course of the esophagus, frequently to the pharynx and 
even to the angles of the jaw. In some instances, the 
burning sensation was localized entirely to the pharynx, 
or the pharyngeal distress was so pronounced that 
substernal burning was mentioned only when it was 
inquired about specifically. In general, the location of 
the heartburn did not vary much in the same patient, 
but it usually recurred in about the same area. 

The most frequent time for heartburn to begin was 
shortly after a meal, particularly a large meal eaten 
rapidly. The time relation to food intake was incon- 
stant, however, and varied from attack to attack in 
some patients. Many patients noted no relation to food 
intake. This was particularly true of those whose 
heartburn occurred at night and prevented or inter- 
Tupted sleep. This might happen even though no dis- 
tress had been present during the day. 
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ASSOCIATED SYMPTOMS 

Various additional symptoms were associated with 
heartburn. Occasional patients complained of epigas- 
tric pain. Five spoke of epigastric pressure or fulness, 
synchronous with the substernal burning. The pain 
differed somewhat from the pain observed in those 
patients in this group who had such organic gastro- 
intestinal disorders as ulcer, hiatal hernia or chole- 
lithiasis. It was not severe but was usually a sense 
of distention, indefinitely related to meals, that did not 
radiate and was usually relieved by belching. 

Acid regurgitation occurred in 22, or almost 50 per 
cent of the patients who had heartburn. In general, 
this was observed in those whose heartburn was. sever- 
est, but many patients with severe heartburn did not 
experience acid regurgitation. The regurgitation was 
usually described as a bringing up into the pharynx 
or mouth of intensely sour fluid. Only rarely was the 
fluid vomited, most patients reswallowing it. Acid 
regurgitation usually followed severe heartburn that 
persisted for some time. Occasionally, the ability to 
regurgitate a few mouthfuls of fluid terminated an 
attack. 

Of the other gastrointestinal symptoms complained of 
by our patients with heartburn, belching was common- 
est and was noted in 28. This, of course, is an extremely 
common symptom. It is interesting to note, however, 
that it occurred in more than 60 per cent of the patients 
with heartburn, but was prominent in only 19, roughly 
25 per cent, of the 74 patients who did not have heart- 
burn. Detailed studies of the character of the belching 
of these patients with heartburn indicated that, as in 
most persons, the eructations were largely the result 
of factors which produced air swallowing. The belching 
usually was habitual, often explosive and worse during 
periods of nervous tension. Many of the patients noted 
that both symptoms, belching and heartburn, were 
aggravated by the same factors, such as hurried eating, 
emotional strain and anxiety. Only rarely could state- 
ments be elicited to indicate that the act of belching 
induced heartburn or that belching relieved heartburn. 

Nausea was also fairly common in these patients, 
being an additional symptom in 17, or about 37 per 
cent- The nausea tended to occur in waves and to 
be worse during periods of severe heartburn. Actual 
vomiting was much less common, being complained of 
by 7, or about 15 per cent of the patients. The vomit- 
ing generally consisted of recently ingested food and did 
not always relieve the heartburn. 

Colonic symptoms, severe constipation and diarrhea, 
were complained of with a little less frequency by 
those patients with heartburn than by those without 
heartburn. These existed in roughly 47 per cent of 
the patients with heartburn, 16 having constipation and 
5 diarrhea, whereas 58 per cent of the control group 
had these symptoms, 32 being constipated and 11 having 
diarrhea. The differences in the rates of occurrence 
of these colonic symptoms did not seem significant. 
If any conclusion can be drawn from this comparison 
between the two groups, it would seem to indicate that 
the functional colonic disorders, which were largely 
responsible for the constipation or diarrhea of almost 
all of the patients in whom they were observed, do not 
influence the incidence of heartburn. 


FACTORS WHICH PRECIPITATED OR AGGRAVATED 
HEARTBURN 


Nervous tension was apparently the outstanding 
immediate cause of heartburn in this mm, of patients. 
Thirty-four of the 46 patients, almost 75 per cent, 
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recognized that their heartburn was worse during 
periods of emotional strain. They could frequently cite 
specific situations in which their heartburn had been 
troublesome. This point will be discussed in greater 
detail in speaking again of the causation of heartburn, 
but, as we reviewed these patients, we were increas- 
ingly conscious of the frequent close relation between 
annoyance, nervous tension or anger and the appearance 
of severe heartburn. 

Fatigue was also recognized as an aggravating factor 
by 8 of the patients with heartburn. They knew that 
hard work and long hours increased the frequency 
and severity of their substernal burning. How often 
fatigue was responsible for increased nervous tension 
and initiation of emotional disturbance could not be 
stated with accuracy. 

Specific foods were considered as causing heartburn 
by 16, almost one third of these patients. The offending 
foods were usually mentioned as groups of foods, rather 
than individual substances. Thus, sensitivity to such 
classes of foods as “fats,” “fried foods,” “spices,” 
“gravies” and “sweets” was often mentioned by 
patients, although a number did name additional indi- 
vidual foods which also caused distress. Coffee, onions, 
cabbage, chocolate and orange were outstanding exam- 
ples of these. These foods, which apparently caused 
or aggravated heartburn, are, of course, often thought 
to be the sources of discomfort to many patients. It 
was interesting to observe, however, that of the control 
group of 74 patients without heartburn, only 10 believed 
that fats, spices, greasy foods and the like disagreed 
with them. The symptoms produced in these latter 
patients by the offending foods were generally described 
as epigastric pressure, discomfort, belching and flatu- 
lence, symptoms which might also occur in association 
with heartburn when this was caused by these foods. 
It is difficult to be certain of the mechanism by which 
the foods mentioned precipitated heartburn. It is pos- 
sible that alterations in gastrointestinal motility resulted 
in reverse peristalsis and consequent pressure changes 
within the esophagus. There is still no clear explanation 
of why and how toods “disagree’ with various persons. 

The sensitivity to foods just mentioned seemed 
entirely different from food allergies. Specific allergies 
to foods were noted in only 2 of the 46 patients with 
heartburn. Both were sensitive to chocolate, and, in 
addition, 1 was also sensitive to peanuts and onions. 
The taking of these foods produced heartburn, as did 
the taking of such substances as fats and sweets. There 
were, however, 9 patients in the group of 74 without 
heartburn who had definite allergies to a large variety 
of foods. Ingestion of known allergens induced such 
digestive symptoms as abdominal cramps, diarrhea, nau- 
sea and vomiting and aphthous ulcers in the mouth, 
but did not cause heartburn in these persons. It is 
difficult to conclude, therefore, that heartburn is a 
symptom of allergic origin. 

The relation of heartburn to the act of eating, 
without reference to the type of food taken, was not 
a constant one. Thirty-four patients stated that their 
heartburn occurred after meals and could be relieved 
by fasting. Twelve others felt worse when hungry and 
were relieved somewhat by food. The relationships 
between food intake and heartburn varied, however, 
from time to time. Many of the patients recognized 
that their manner of eating induced heartburn and that 
they were more likely to suffer when they ate too 
fast or ate when excited. 
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Six of these patients recognized that smoking made 
their heartburn worse, and in 2 heartburn was aggra- 
vated by alcohol. The number of drinkers in the 
group, however, was so small that no conclusions 
regarding the influence of liquor is justified. 

Six of the patients believed that their heartburn ° 
was worse during periods of constipation, and at such 
times the heartburn was associated with other vague 
symptoms, such as flatulence and belching. It was 
occasionally possible for these patients to obtain relief 
of their heartburn by the use of a laxative or an 
enema. 

In general, posture did not seem to have much influ- 
ence on the occurrence of heartburn. Body position 
was of greatest influence in those patients who had some 
defect in the region of the cardia. The 8 patients with 
heartburn who had hiatal hernia noted definitely that 
lying down or bending over increased the heartburn 
and that the symptom was worse at night. This was 
also the case in 1 man whose studies demonstrated 
what was considered to be a “relaxed cardia.” Of 
the other patients who had no structural changes about 
the lower part of the esophagus, only 1 had heartburn 
that was worse at night or while the patient was 
recumbent. One other patient, in contrast, could relieve 
her heartburn by lying down. 


FACTORS WHICH RELIEVED HEARTBURN 

Patients suffering with heartburn try various methods 
for relief of this symptom. Among our patients, the 
commonest form of self treatment was the taking of 
antacids, of which sodium bicarbonate was used most 
widely. Twenty-one of the 46 patients could ease their 
heartburn by taking antacid medication. The majority 
had used soda at various times, and considered this 
to be of specific benefit, but all varieties of proprietary 
antacids—including combinations of bismuth subcar- 
bonate and magnesium trisilicate with and without soda, 
as well as aluminum hydroxide preparations—were 
tried. These were used with variable success by differ- 
ent patients, and many of them selected time-tested 
favorites on which they could usually rely for relief. 
Although numerous antacids that did not contain soda 
seemed helpful, many of these were chosen in preference 
to soda for reasons of convenience or because it was 
thought that the frequent taking of soda might be 
harmful. Most of the patients believed that, if soda 
could be taken, this afforded relief more rapidly. Relief 
by soda was usually ascribed by the patient to the 
belching it caused, but belching was not essential to 
relief by antacids, since many of these gave 
without causing eructations. ; 

There was no consistent relation between the relief 
given by antacids and the amount of hydrochloric acid 
in the stomach. A few patients in this group whose 
acid levels were low also used antacids to relieve 
heartburn, and apparently successfully. We have seen 
1 patient, not included in this group, who suffe 
with heartburn even though his stomach had been 
entirely removed because of a gastric malignant con- 
dition. This man also occasionally took soda and 
obtained relief from it. ; 

It must be noted that 25 of these 46 patients were 
not able to relieve their heartburn by taking antacids. 
This would seem further to indicate a lack of relation 
between the occurrence of heartburn and the amount 
acid in the stomach. ci 

The maner in which alkalies relieve heartburn is still 
uncertain. In the case of soda the relief may result 
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from changes in the esophageal tonus which come after 
induced belching. The other antacids may be palliative 
because they alter intragastric tonus and so, indirectly, 
relieve pressure within the lower part of the esophagus. 

The origin of heartburn in altered esophageal tonus 
is also suggested by the fact that many patients with 
heartburn get relief if they can belch. This was true 
of 17 of the 46 patients. These patients were helped 
by belching induced by the taking of soda, carbonated 
beverages or large amounts of fluids. Often, however, 
after relief was observed following belching that was 
apparently spontaneous, patients learned to make them- 
selves belch and became aerophagic as a result. The 
jaking of food relieved the heartburn of 12 of these 
patients. Usually the patients did not make a practice 
of eating in order to obtain relief, but a few patients 
acquired the habit of taking milk just as patients with 
ulcer learn to do this to relieve their pain. 


RELATION OF HEARTBURN TOG ORGANIC GASTRO- 
INTESTINAL DISEASE 


‘to enable us to decide whether the presence of 


organic gastrointestinal disease led to the development: 


of the symptom of heartburn, comparison was made 


Incidence of Gastrointestinal Diseases in Patients 
With and Without Heartburn * 


Heart- No Heart- 


burn, urn, 

No. of No. of 

Patients Patients 
No significant gastrointestinal disease... . = 

(gastric) (gastric) 
Gastritis (gastroscopie diagnosis)....... 3 1 
Irritable colon syndrome..............-.. 18 
8 
3 


Previous gastric resection...............- 


Cw 


* There were 46 patients with heartburn and 74 without heartburn; 
many patients had multiple diagnoses, 


of the final diagnoses established in the 46 patients 
with heartburn and the 74 patients without this symp- 
tom. The results are listed in the table. 

In both groups there were significant numbers of 
patients who did not have definite gastrointestinal dis- 
ease. These were patients who had abdominal or diges- 
tive symptoms of purely “functional” origin or 
secondary to disease outside the gastrointestinal tract. 
It is important to note, however, that in one third of 
the patients with heartburn detailed gastrointestinal 
Investigation did not reveal organic disease of the 
digestive organs. 

Ulcer, either gastric or duodenal, existed in 8 of the 
46 patients with heartburn (17.4 per cent) and in 25 
(33.7 per cent) of those without heartburn. Of the 
3 patients with ulcer encountered in the entire group 
of 120 studied, only 8, or 24.2 per cent, complained 
of heartburn. In those patients with ulcer who had 
heartburn, no definite relation could be traced between 
activity of the ulcer, as indicated by characteristic pain 
or roentgen evidence of this, and the occurrence of 

‘artburn. When patients first presented themselves 
with active ulcer disease they sometimes stated that 

heartburn and the epigastric pain occurred simul- 
taneously. Questioning would usually indicate, how- 
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ever, that what was meant was that both symptoms 
often occurred at the same time in relation to food 
intake, but that they really were independent of each 
other, the heartburn not undergoing seasonal or spon- 
taneous remissions with the pain and usually persisting 
long after therapy had completely relieved true ulcer 
pain. Continued observation of patients with ulcer hav- 
ing heartburn indicated that pain and other indications 
of ulcer activity yielded to therapy much more readily 
than did the heartburn. Our experience was, therefore, 
in accord with that of Alvarez.* 

Heartburn was not found to be a symptom of ulcer, 
and when it was complained of by patients with ulcer 
it seemed purely an extraneous symptom. 

In the total group of 120 patients there were 29 in 
whom the final diagnosis of “irritable colon” syndrome 
was made. This diagnosis is a rather loose one and 
was based on the presence of either constipation or 
diarrhea as a major complaint, the presence of distress 
in the lower part of the abdomen related in its occur- 
rence to bowel function, absence of organic disease of 
the colon and roentgen demonstration of disturbed 
colonic motility and tonus. It was frequently difficult 
to decide whether patients with these symptoms were 
best considered as having simply a “functional gastro- 
intestinal disorder” or whether they should be placed 
in a more closely defined category. Preponderance of 
colonic symptoms was usually the criterion for deciding 
on the diagnosis of “irritable colon.” 

In any case, heartburn was a symptom in 11 of the 
29 patients classified as having an irritable colon. The 
incidence of heartburn was roughly the same as 
the incidence of heartburn in the entire group of 120 
patients. Eighteen patients with irritable colon did not 
have heartburn. Patients with irritable colon and heart- 
burn did not observe any relation between the latter 
and their bowel symptoms. Our experience indicates, 
therefore, that the mechanism causing heartburn was 
independent of that responsible for the irritable colon 
syndrome. 

There was no indication that heartburn was a sig- 
nificant symptom of cholelithiasis. Although it occurred 
in 6 of the 10 patients with gallstones, there was no 
relation between the heartburn and the major attacks 
of biliary pain. Heartburn, when it existed, seemed to 
be a purely coincidental complaint. None of the patients 
in this group, however, was subjected to cholecystec- 
tomy, so that the effect of the removal of the gallbladder 
on the symptom of heartburn cannot be stated. 

Hiatal hernia was the only organic condition among 
these patients with which heartburn seemed to be asso- 
ciated with outstanding frequency. Of the 11 patients 
with hiatal hernia, 8 complained of heartburn as a 
major symptom. They also suffered with abdominal 
and substernal discomfort. In these patients the heart- 
burn usually occurred after a full meal and was also 
nocturnal, apparently induced by lying down and 
relieved by the upright position. Similar description 
of symptoms was made by 1 patient with “relaxed 
cardia.” If heartburn is due to disturbed function of 
the lower part of the esophagus, its frequent occurrence 
in patients with hiatal hernia is not surprising. 

astric analyses were done in 31 of the 46 patients 
with heartburn. Free acid was low or absent in 4, 
normal in 15 and above normal in 11. Fifty-two of 
the 74 patients without heartburn had gastric analyses. 
Low or absent acid was observed in 11, normal acid 
levels in 25 and hyperacidity in 16. These observations, 
similar to those already observed by others, show once 
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more the lack of any dependence of heartburn on the 
degree of gastric acidity and the lack of relation of 
heartburn to “hyperacidity.” 

In general, therefore, review of the diagnoses estab- 
lished in patients with and without heartburn did not 
indicate that heartburn occurs because of organic gastro- 
intestinal disease. Heartburn was not observed to be 
a symptom suggesting the presence or absence of any 
specific gastrointestinal disorder, with the possible 
exception of hiatal hernia. The existence of heartburn, 
therefore, is probably not due primarily to any organic 
change within the gastrointestinal tract. 


CAUSES OF HEARTBURN 


Heartburn is not due to any organic gastrointestinal 
disease. It is not caused by excessive gastric acidity. 
Investigations, such as those of Jones,’ indicate that 
changes in the tonus of the esophagus probably produce 
this symptom. How are these changes brought about 
in patients who suffer with heartburn? 

Discussions with these 46 patients indicated that 
many patients with heartburn have what can be 
described as bad eating habits. Twenty of the 46 
admitted that they were extremely fast eaters, who 
took their meals in as short a time as possible, either 
because of long-standing custom, often familial, or 
because of the supposed necessity for speedy return 
to work. Many of the patients consumed large amounts 
of fluids with their meals, often taking two or three 
glasses in rapid succession. Carbonated drinks were 
taken freely by a few of the patients. About half of 
these patients were aerophagic, but it was difficult 
to tell whether this symptom had preceded or followed 
the appearance of heartburn. A number of the patients 
had apparently acquired the belching habit in an attempt 
to relieve heartburn. Gum chewing, with its resultant 
constant swallowing and repeated belching, was a fre- 
quent habit. In fact, most of these patients were doing 
various things which could conceivably lead to overdis- 
tention of the stomach, reversal of gastric peristaltic 
waves, with regurgitation of air and fluids into the lower 
part of the esophagus, and consequent increase in the 
activity of the lower part of the esophagus. If heartburn 
is considered to be a result of altered neuromuscular 
activity within the lower part of the esophagus, ample 
background seemed to exist for this in these patients. 
Faulty eating habits are, of course, fairly common, 
but questioning of the 74 patients without heartburn 
revealed that fast eating, gulping of food, washing 
it down with large quantities of water and the like 
were practiced by only 9 persons in that group. This 
further suggests the role which poor eating habits may 
play in the evolution of heartburn. 

In addition to the factors just mentioned, attention 
should be called to the personality makeup of some 
of the patients who had heartburn. Among the 46 with 
heartburn there were 8 men who can be described as 
extremely tense, quick to anger, resentful and easily 
offended. They seemed rather rigid, a little difficult 
to get along with and critical of minor faults in others. 
As some of them said, they “got burnt up easily.” 
Few of them had ready insight into their reactions of 
other persons. They had numerous prejudices and sus- 
picions that kept them on guard and made relaxation 
difficult. Occasional patients seemed almost masochistic 
in their relations with other persons. One patient 
described a situation in which he permitted an employee 
to continue to do something that was obviously incor- 
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rect “just to see how long he thought he could get 
away with it.” During the entire time that these cir- 
cumstances existed the patient was extremely tense and 
he continued to have heartburn of great severity, resis- 
tant to all attempts at relief. This increased each time 
he discussed the employee’s wrongdoing or even thought 
about it. With great difficulty he was finally persuaded 
to order the employee to correct the fault. There was 
significant decrease in the patient’s tension, and the 
heartburn promptly disappeared. The patient was 
referred for psychiatric care because of repetition of 
episodes of this type. Psychotherapy gave him insight 
into his problems and helped him acquire ability to 
handle them. Coincident with this, his heartburn dis- 
appeared without significant change in diet and without 
medication. Formal psychiatric care was of benefit in 
the treatment of 2 additional patients. 

Unfortunately, it was not possible to make fluoro- 
scopic studies of these patients during periods of emo- 
tional stress to visualize what changes, if any, these 
produced in esophageal caliber and motor activity. 
Studies have been reported by Faulkner,‘ however, 
which demonstrated by direct esophagoscopic examina- 
tion that esophageal spasm can be increased and the 
esophageal lumen narrowed or closed by suggestions 
producing destructive emotions, such as grief, anger, 
apprehension, anxiety and fear. 

Heartburn may, therefore, occasionally be a symptom 
of psychosomatic origin. It may be what can well be 
termed “a monosymptomatic neurosis,” a somatic refer- 
ence of psychogenic disturbances, although why the 
esophagus is selected as the organ of reference is 
difficult to state without much deeper psychiatric inves- 
tigation than these patients had. 

Here again definite differences were found between 
those patients who did and those who did not suffer 
with heartburn. Among the 74 patients without heart- 
burn, there were many who could easily be considered 
“neurotic” —patients who were worrisome and anxious 
about their health or about various situations and prob- 
lems, introspective, dependent and not sure of them- 
selves. These characteristics were not uncommon 
among those with “irritable colon,” but most of these 
patients were not resentful, did not anger easily, were 
eager to establish satisfactory contact with the physician 
and fairly easily reached an understanding of the prob- 
lems which troubled them. In fact, of the 74 patients 
who did not have heartburn, only 1 was found whose 
personality pattern was similar to that observed in some 
of the persons with intractable heartburn. We believe, 
therefore, that heartburn may occasionally be a neurotic 
manifestation and that in these circumstances its relief 
may require adequate psychiatric study and therapy. 


TREATMENT 


The treatment of a symptom such as heartburn is not 
so much a matter of single specific measures as of the 
outlining of a general program which will remove the 
cause, if any can be found, and allay the irritability 
of the esophagus and stomach, as well as help the 
patient understand the nature of his problem so that 
he can aid in its correction. 

Review of the course of the 46 patients who had 
heartburn indicates that, in general, drugs were of 
little use in the treatment of the symptom and were 
probably not essential for its relief. Antacids were 
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prescribed, but only to 5 patients. These were patients 
with peptic ulcer who had active ulcer symptoms and 
were treated by means of diet, sedatives, belladonna 
and either aluminum hydroxide or magnesium trisili- 
cate. It is difficult to ascribe the relief of heartburn 
in these circumstances to the use of antacids. 

Belladonna, without antacids, was used in 5 additional 
patients without ulcer. Here again, it is difficult to be 
certain regarding the benefit obtained, since general 
measures, to be discussed later, were also used. It 
was felt, however, that the use of belladonna in a dose 
large enough to obtain physiologic effect contributed 
to the relief obtained. Mild sedatives were helpful in 
the initial stages of therapy and were usually liberally 
used. An occasional patient was given neostigmine, as 
suggested by Williams * in the treatment of heartburn 
of pregnancy. This drug was not of apparent benefit, 
but it was used too seldom to permit one’s judging its 
value. 

\side from the dietary regulation necessary for the 
treatment of ulcer, when this was present, the diet 
of these patients was changed only to the extent of 
eliminating foods which their own experience had indi- 
cated would cause discomfort. As noted already, these 
were usually such items as fried foods and spices. Some 
patients were able to resume judicious use of these 
alter their heartburn had been relieved, but others 
found it necessary to restrict the use of certain specific 
foods indefinitely. The relief of constipation, largely 
by the instruction in the development of hygienic bowel 
halits, was incorporated in the general program, when 
this was indicated. Although 10 patients stated that 
sone decrease in heartburn occurred when normal 
bowel movements were obtained, it was difficult to be 
certain regarding the importance of this. 

lt is our impression that the most significant phase 
of the treatment of heartburn was discussion with the 
patient regarding the nature of his problem, explanation 
of its functional nature, education in proper eating 
habits and, when necessary, adequate psychotherapy. 
Our records indicate that this approach, which may 
be labeled as “therapeutic discussion,” was not only 
helpful in 34 of the patients treated but that it made 
the major contribution to relief. The program of 
education in eating habits included instructions con- 
cerning reduced speed of eating, adequate time for 
meals, the proper spacing of meals, discouragement of 
the practice of getting most of the day’s food at one 
large meal and the avoidance of excessive fluids with 
meals. The patients were also instructed in methods 
of stopping air swallowing by adding to the aforemen- 
tioned instructions avoidance of carbonated drinks and 
chewing gum and suggestions that they make a volun- 
tary effort to stop belching. The educational program 
was well accepted by most patients. 

Psychotherapy of a very superficial type formed part 
of the general program. It usually consisted of explana- 
tions concerning the effects of tension, discussion with 
the. patient of various situations causing emotional dis- 
turbances and the encouragement of free expressions 
of personal problems. Those patients with personality 
problems of a deeper variety were encouraged to seek 
Psychiatric care. This was obtained by 3 of the patients 
with definite benefit. 

In general, the results of this therapeutic program 
Were gratifying. All of the 46 patients obtained definite 
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relief, although some had recurrences of heartburn 
with extreme nervous tension. We believe, however, 
that recognition of the functional nature of heartburn 
permits the institution of therapy which will be satis- 
factory in the majority of patients who have this 
symptom. 

SUMMARY AND CONCLUSIONS 

One hundred and twenty patients were studied to 
determine the incidence of heartburn and its clinical 
features. Among these patients, 46, or about 38 per 
cent, had heartburn. In 26, heartburn was severe 
enough to be considered a major symptom. 

Heartburn was often described with difficulty by 
patients but was usually a burning discomfort diffusely 
localized behind the lower part of the sternum, often 
radiating upward along the course of the esophagus. 
Heartburn was often associated with other gastrointes- 
tinal symptoms, of which acid regurgitation, belching, 
nausea and epigastric pressure were most troublesome. 

Nervous tension was apparently the commonest 
immediate precipitating cause of heartburn. Sensitivity 
to certain foods—such as fats and spicy foods—also 
frequently induced heartburn, but the role of foods 
in this respect was apparently not due to specific 
allergy. Hiatal hernia was the only organic gastro- 
intestinal disease encountered in these patients in which 
heartburn seemed to be a specific symptom, Otherwise, 
there was no relation between heartburn and gastro- 
intestinal disease. Heartburn was not a symptom of 
ulcer. It was not dependent on the degree of gastric 
acidity. Heartburn is probably produced by alterations 
in the tonus of the lower part of the esophagus. In 
these patients this seemed most frequently induced by 
faulty eating habits, but in 8 of the 46 patients with 
heartburn the symptom was possibly a psychosomatic 
manifestation and an expression of tension and emo- 
tional disturbance. 

The therapy of heartburn should be directed toward 
the relief of the factors which have produced the 
underlying esophageal functional disturbance. This 
usually necessitates correction of poor eating habits. 
In those patients in whom the symptom is of psycho- 
genic origin, appropriate psychotherapy is indicated. 


ABSTRACT OF DISCUSSION 


Dr. Davin J. Sanpweiss, Detroit: Sugarman and | 
studied 50 consecutive private patients who complained of 
or admitted heartburn; in addition, my co-workers and I 
studied the records of 50 patients selected at random in 
the outpatient department. Of the 100 patients 7 per cent 
had esophageal pathologic conditions, 3 per cent gastric 
ulcer, 47 per cent duodenal disease, 12 per cent colon 
disturbances and 13 per cent biliary tract disease. Two per 
cent of our patients attributed their heartburn to smoking 
or chewing tobacco. Five per cent were found to have non- 
gastrointestinal condition (1 case of early pregnancy, 1 of 
bronchiectasis, 1 of malignant hypertension and 2 with coronary 
spasm). In 11 per cent of our patients no pathologic condition 
was found (though 3 of these 11 patients were found to have 
ventral or inguinal hernia). With regard to the clinical sig- 
nificance of heartburn, Dr. Tumen infers that functional states 
are the commonest causes of heartburn since 74 per cent of 
his patients responded to discussion therapy. There is no doubt 
that many of the patients in our series have tensional states 
in addition to the disease found. Not only may one list all cases 
in which there was “no pathologic conditions found” as “tension 
cases” but also the group with irritable colon and several 
others. There are many who would classify all patients with 
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duodenal ulcer as falling in this group. The question might be 
asked, therefore, whether the tensional state or the disease 
found is responsible for this symptom. I do not believe that 
this question can be answered definitely with the data presently 
at hand. Until otherwise proved I am inclined to incriminate 
the gastric or duodenal ulcer, the biliary tract disease, the 
irritable colon and the like. One may, however, definitely say 
that while heartburn in some patients may be a psychosomatic 
manifestation and may respond to “therapeutic discussion” when 
no organic disease is found, heartburn in general should be 
looked on as a symptom of major importance, since more 
frequently than not organic disease will be found which requires 
a great deal more attention than discussion therapy. 

Dr. Joun H. Fitrzcisson, Portland, Ore.: We are living 
in a psychosomatic age. While recognizing the necessity for 
emphasis, I believe that organic conditions are overlooked fre- 
quently because of overemphasis of the psychosomatic. We 
had a discussion this morning of hiatus hernia, which is com- 
monly acompanied by heartburn. I should like to add a few 
remarks in regard to the endoscopic diagnosis of hiatus hernia. 
In the short esophagus, there is an organic condition in which 
regurgitation is an outstanding symptom. Stenosis of the cardia 
frequently results and not uncommonly is associated with ulcera- 
tion. The patients may complain of heartburn for many years. 
Without proper examination the condition is usually overlooked. 
In the short esophagus, the esophagoscope is of more value 
than the gastroscope, giving a direct view of the cardia. 
Unless the stricture is too tight, gastric mucosa can usually 
be seen beyond the cardia. Twelve years ago my co-workers 
and I began the gastroscopic examination of patients suspected 
of having hiatus hernia. Several were discovered that had 
been missed entirely by roentgen examination. We soon found 
that roentgen examinations were more effective if the patient 
were examined in the gastroscopic or left-sided position. On 
deep inspiration part of the upper end of the stomach is 
sucked through the hiatus into the thorax. In that position 
the barium preparation is regurgitated more easily. In the 
gastroscopic appearance of typical hiatus hernia, there is a 
constriction at the level of the diaphragm and gastric mucosa 
is seen above and below. Not all hiatus hernias are easily 
demonstrated. At times erosions may be seen. In 1 case of 
sliding hernia, | observed hypertrophic gastritis at the level 
of the diaphragm. In addition to this organic condition, one 
must consider as a cause of heartburn the wide hiatus which 
has been mentioned previously. Heartburn is an indefinite 
term. The patient may be talking about something other than 
what the physician has in mind. It sometimes accompanies 
achlorhydria as well as acid gastric secretion. The patient may 
experience a different sensation that you or I might accept 
as heartburn. In persons who are regurgitators, who have 
complained of heartburn over a period of years, organic lesions 
of the esophagus may develop. A boy of 18 complained of 
heartburn for several years. He was placed on a diet and 
liquids were reduced. Eighteen years later he was still com- 
plaining of heartburn plus distress on swallowing. At that 
time a narrowing of the middle part of the esophagus was 
observed roentgenographically. A ring of erosions and definite 
constriction was seen through the esophagoscope. I believe that 
this was a case of regurgitation which caused erosions of the 
esophagus. I would emphasize the need for adequate search 
for all possible organic factors in cases of heartburn. 

Dr. AntHony Basster, New York: There seems to be a 
significant note of organic disease brought into this subject. 
Two or three years ago one of my associates carried out an 
extensive study on hearburn (which has not been published). 
We felt that true heartburn was most often produced by a 
derangement within the stomach rather than in the lower portion 
of the esophagus, a derangement between the acid fundus end 
and the more alkaline pyloric end. There is in this functional 
disturbance (usually brought about by one’s taking adverse 
foods or fluids) a condition of affairs in which the acidity runs 
high because of neutralization deficiency in the pyloric end. 
We also in that connection made mucous studies, in lipozyme 
particularly, and we were able to prove that so far as the 


effect of lipozyme on the stomach was concerned, it was not 
nearly so distinct as it was in the intestinal canal. ‘ 

Dr. Stpney A. Portis, Chicago: It is presupposed that 
in heartburn a very thorough organic study will be made. 
No one is going to dismiss heartburn as a simple symptom 
without that approach to the patient. From the so-called 
functional disturbances, and disturbed physiologic balance, a 
large group of these patients may have dyskinesia of the gall- 
bladder, which in turn produces a reverse peristalsis of the 
stomach. In answer to Dr. Fitzgibbon’s remarks that we in 
gastrointestinal medicine are taking the easier path and sliding 
out under the influences of the psychosomatic approach, may 
I call attention to the fact that heartburn may be conversion 
hysteria in many patients? I have seen heartburn in patients 
with histamine-free achlorhydria. One cannot dismiss this ques- 
tion of heartburn in patients in whom there are no organic 
observations, and all of you are well acquainted with the fact 
that in these patients symptomatic relief is difficult to obtain. 
Too little is understood about the mechanisms of conversion 
hysteria in the esophagus. We do know that it is of a definite 
clinical significance. When esophagoscopic, gastroscopic and 
roentgenologic observation has revealed no disease, the physi- 
cian should consider that there may be a functional disturbance 
which originates in the emotional centers and is projected 
into that portion of the gastrointestinal tract. Many patients 
have symptomatic disturbances of the gastrointestinal tract 
that do not respond to ordinary methods of investigation. If 
the physician is not certain about the organic phase, the patient 
certainly should be interrogated as to the possible source of 
trouble, because that trouble is just as real, and the patient 
is just as sick as the patient who comes in for duodenal ulcer 


or any other organic disease. 


Dr. Hyman I. Gotvsterx, Camden, N. J.: Diocles (350 
B. C.) described heartburn as “acid, ‘acrid, and painful eruc- 
tations.” Galen (130-201 A. D.) quoted Diocles, the symptoms 
having been given just as they are today. Sir Gilbert Blane 
(1749-1834), a naval physician, on March 1, 1796, one hundred 
and fifty-two years ago, discussed the subject and advised 
treatment with milk of magnesia, mild alkalies and calcareous 
earths, to correct high gastric acidity, to prevent serious 
gastric disease and to relieve the patient of these complaints. 

Dr. Henry J. Tumen, Philadelphia: Dr. Cohn and I do 
not believe that heartburn is a new problem. Since, however, 
we are what might be called general practitioners of gastro- 
enterology, we daily see patients who have symptoms difficult 
to relieve because of the unsatisfactory state of our knowledge 
of the mechanisms causing them. Heartburn is a symptom of 
this type. We are convinced that heartburn is not caused by 
organic gastrointestinal disease. Dr. Sandweiss has listed the 
various organic diseases observed in his patients who had 
heartburn. We believe that such observations are coincidental 
and that the diseases found do not cause the heartburn. 
Although the incidence of heartburn varies, we wished to 
stress the relative frequency of its occurrence and to emphasize 
its “functional” nature and its importance as a psychosomatic 
manifestation. It is obvious that patients with heartburn should 
be studied for the purpose of discovering any organic diseases 
which they may have, such as ulcer or gallstones. If these 
are found, they must be treated, but heartburn is not likely to 
be relieved by one’s focusing the entire attention on an organic 
disorder. Dr. Sandweiss is correct in emphasizing the need 
for additional studies to explain the mechanism causing the 
heartburn. Little has been done to investigate the reaction 
the esophagus to emotional factors. Some years ago Faulkner 
reported on the esophagoscopic visualization of responses 
the esophagus to psychic trauma. Such studies should be 
repeated, and there should also be investigations of the esopha- 
gus to determine changes in its tonus and motility in relation 
to the existence of heartburn. Our own study is a crude one, 
based entirely on clinical impressions. It has seemed important 
to us, however, to emphasize what we believe to be the 
essential cause of heartburn. A_ therapeutic approach 
solely on an “organic viewpoint” will often fail to: relieve the 
patient suffering with this troublesome symptom. 
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CARCINOMA CELLS IN PROSTATIC SECRETIONS 


DONALD D. ALBERS, M.D. 
JOHN R. McDONALD, M.D. 
and 
GERSHOM J. THOMPSON, M.D. 
Rochester, Minn. 


Cancer of the prostate accounts for 8,000 deaths each 
year in the United States and is clinically the second 
commonest cancer in men.'| The condition is usually 
detected with the examining finger,? a procedure which 
is rather accurate for well advanced carcinoma but 
which is not accurate for early questionable lesions. 
Coll, * found the impression gained from digital exami- 
nation to be in error in 8 of 34 patients with early 
lesions who underwent radical perineal prostatectomy. 
Mclictfey * found experienced urologists 88 per cent 
accurate when they made the clinical diagnosis of 
prostatic cancer in patients who needed surgical 
treatinent for urinary obstruction. To detect early 
malignant lesions with the examining finger presup- 
poses that all carcinomas arise in the posterior regions 
of the gland. Kahler,® in a detailed pathologic study of 
malignant lesions of the prostate, noted more instances 
of carcinoma arising in the anterior and lateral lobes 
than »: the posterior lobe. 

Several methods of biopsy are available for the diag- 
nosis of prostatic carcinoma, but they all leave much to 
be desired. Biochemical methods for the diagnosis of 
carcinoma of the prostate have not proved to be of 
much value for early diagnosis. The elevation of acid 
phosphatase appears in few cases without evidence of 
osseous metastasis.° The excretion of the 17-ketoster- 
oids, which is linked with production of testosterone 
and secondary sex characteristics, has been observed 
to be unaltered in carcinoma of the prostate.’ 

The cytologic diagnosis of carcinoma based on the 
examination of secretions has in recent years become 
popular, since the work of Papanicolaou on vaginal 
secretions. Cellular diagnostic procedures have become 
established in some laboratories in the diagnosis of 
carcinoma of the uterus and lungs.’® The diagnosis 
of malignant disease from a study of secretions is not 
new, and in the urinary tract a case of tumor of the 
bladder in which the diagnosis was made by exami- 
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nation of the urine was reported by Sanders ™ in 1864. 
Until recently, the most extensive work on the diag- 
nosis of malignant disease of the urinary tract on the 
basis of a study of the urine was published by Quensel ** 
in 1918; in this work he included cases of tumor of 
theekidney, bladder and renal pelvis, with illustrations. 
More recently, Papanicolaou and Marshall,'* Papani- 
colaou '* and Daut'® have reported finding cells of 
prostatic carcinoma in the urine. 

Review of the literature failed to disclose any men- 
tion of a study of malignant cells in prostatic secretions 
previous to the report in 1931 by Mulholland.’* Mul- 
holland studied a series of patients who were not sus- 
pected of having a malignant disease and another series 
of patients with clinically malignant lesions of the pros- 
tate. He observed abnormal cells in 77 per cent of the 
second group but refrained from calling them carci- 
noma cells. 

Herbut and Lubin" in 1947 published the second 
article to appear in the literature dealing with malig- 
nant cells in prostatic secretion. They used the Papani- 
colaou technic of staining and obtained the specimens 
by the standard method of prostatic massage. Prostatic 
secretions from 100 patients were examined, and a 
diagnosis of carcinoma of the prostate was rendered 
17 times. The diagnosis was confirmed histologically 
in 10 of these cases. In only 1 case was the diagnosis 
made when the disease was not evident clinically, but 
in this case the diagnosis was not proved histologically. 
These authors set forth two criteria for the diagnosis 
of carcinoma from examination of prostatic secretions : 
(1) the presence of an unusual number of multicolored 
pavement cells and (2) the presence of cancer cells. 
Emphasis was placed on the staining qualities of the 
cytoplasm, and in 1 case the diagnosis was made on the 
basis of the multicolored pavement cells without cancer 
cells being present. 

Further study on the diagnosis of prostatic carcinoma 
based on examination of the prostatic secretions seems 
justified because of the present inadequate methods of 
biopsy, the inaccuracy of clinical diagnosis and the 
chance that the results of study of the prostatic secre- 
tions may permit an earlier diagnosis to be made. The 
importance of early diagnosis depends at present some- 
what on whether one believes in radical perineal 
prostatectomy or not, but it is felt that, were earlier 
more accurate diagnosis possible, such procedure might 
enjoy greater application. With the increase in life 
expectancy (twenty years since 1900),’* carcinoma of 
the prostate is expected to be an ever increasing 


problem. 
OBJECT OF THE STUDY 


This study was conducted to demonstrate further 
that carcinoma of the prostate can be diagnosed by 
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examination of prostatic secretions. Other informa- 
tion sought for concerned the accuracy of this test 
in regard to prostatic carcinoma in general and well 
differentiated prostatic carcinoma in particular, the 
criteria for the diagnosis based on a study of the 
prostatic secretions, the diagnosis of prostatic malig- 


Fig. 1.—Smear made by expressing tissue from a prostatic carcinoma 
showing a comparison between benign and malignant prostatic epithelial 
cells (hematoxylin and eosin X 430). 


nancy before it is clinically evident and the components 
of prostatic secretions which might be confused with 
malignant cells. 


Fig. 2.—Clump of carcinoma cells in the prostatic secretion of a patient 


with a poorly differentiated carcinoma. The mitotic figure may be not 
(hematoxylin and eosin x 430). 


METHODS AND MATERIALS 
Technic of Making Smears and Fixing.—Prostatic 
secretions were obtained by the customary method of 
prostatic massage, and a drop of secretion was placed 
near the end of each slide. This was spread in a 
circular manner with an applicator. Before drying, the 
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slides were immersed in an alcohol-ether mixture 
(equal parts of 95 per cent alcohol and ether) in Coplin 
jars. An attempt was made to prepare at least four 
slides for each patient. These slides were left in the 
fixative for not less than thirty minutes. 

Staining.—The slides were passed through three 
strengths of alcohol (80, 70 and 50 per cent) and then 
through tap water. They were then either allowed 
to dry or were started on the rest of the staining pro- 
cedure immediately. The technic used was a routine 
hematoxylin-eosin method with certain shortcuts, 
but any routine hematoxylin-eosin technic should be 
satisfactory after some experience has been obtained. 

Examination of Slides—Ali slides from each patient 
were examined at 100 power, the mechanical stage 
being used to assure complete coverage. Any sus- 
picious cell was examined under 430 power for icentifi- 
cation and, when considered worthy, was marked with 
ink for further reference. In general, it took about 
twenty to thirty minutes to cover adequately four slides, 
particularly if no malignant cells were seen. When 
malignant cells were present, they were usually found 
on the first slide, and sometimes the diagnosis could 
be made in a few seconds. 

Secretions Studied.—Initially, in order that acquain- 
tance with the prostatic eepithelial cells in secretions of 
both benign and malig- 
nant prostates might be . 
had, smears made by 
expressing, on slides, 
pieces of prostatic tissue 
removed at transurethral 
resection were studied. 
In all, about thirty 
slides were studied, com- 
prising benign conditions 
and the four grades of 
cancer of the prostate 
( Broders’ classification ). 
Then the prostatic 
secretions from two se- 
ries of cases were studied. jg of nom: 
Series 1 consisted of 100 prostine 
patients with clinically (grade 2) (hematoxylin in eosin X 
benign prostatic hyper- *°”: 
trophy, all scheduled for transurethral resection, and 
series 2 comprised 41 patients with clinically malignant 
disease of the prostate, most of whom had obstructive 
symptoms and were scheduled for operation. Only one 
specimen was taken in each case. 


OBSERVATIONS AND RESULTS 


Characteristics of Secretions (figs. 1 through 5)— 
Benign secretions contained few cells except when pros- 
tatitis was present. The cells were recognized as poly- 
morphonuclear leukocytes, large mononuclear cells 
(apparently blood monocytes) and squamous, transt- 
tional and prostatic epithelial cells. The leukocytes 
usually predominated. Prostatic epithelial cells were 
recognized easily when they were in clusters but wit 
difficulty when they appeared as single cells. Clusters 
of more than 5 prostatic cells were uncommon am 
mitotic figures were not seen in any of the prov 
benign secretions. ‘ 

Malignant secretions (figs. 2, 3 and 5) contained 
benign cellular components in variable amounts, but 
usually the amount of prostatic epithelium was 
increased. In this study, every secretion called “post- 
tive” for carcinoma cells contained clusters of malig- 
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nant cells. In poorly differentiated carcinomas, single 
carcinoma cells were also plentiful. In the well differ- 
entiated carcinomas, the cells were not very typical and 
the presence of clusters of cells were considered essen- 
tial for the diagnosis. 

With variation depending somewhat on the degree of 
differentiation, the characteristics of the carcinoma 
cells, whether as single cells or clumps of cells, were: 
enlargement of the nuclei, crowding of the nuclei when 
the cells were in clusters (fig. 1), variation in the 
size of the nuclei (fig. 5 4), decrease in the relative 
amount of cytoplasm and indefiniteness of the cell 
border (fig. 5), hyperchromicity of the nuclei, promi- 
nent nucleoli (fig. 5B) which were either dark or pale 
and mitotic figures (fig. 2), which were seen in about 
one third of the poorly differentiated carcinomas. 

Confusing components of prostatic secretion were 
many, and the time spent in distinguishing them from 
malignant cells varied. The nuclei of squamous and 
transitional epithelial cells are large, and when the 
cytoplasm stains poorly these cells appear to have large 
nuclei and to lack cytoplasm. The nuclei may even 
contai) pale nucleoli, but usually the similarity of these 
nuclei to those of other typically squamous cells and 
the lack of hyperchromicity were revealing. 


Results of Examination of Prostatic Secretion for Malignant 
Cells Compared with the Results of Microscopic Exami- 
nation of Surgically Removed Prostatic Tissue in 
41 Cases of Clinical Carcinoma of the Prostate 


Secretion positive, tissue positive.. 
Secretion positive, no operation... 
Secretion negative, tissue positive. 
Secretion positive, tissue negative.................... 
Secretion negative, tissue 3 


A very confusing cell-like structure was found when 
spermatozoa were seen in the smears (fig. 4). These 
structures appeared to consist of hemogeneous dark 
blue nuclei with very eosinophilic cytoplasm. Even 
nucleoli were apparent at times. These cell-like struc- 
tures were easily recognized most of the time, but 
gave considerable difficulty until experience was gained. 
They were seen in 14 of 100 cases of benign hyper- 
trophy. Early in the study, 3 patients were tentatively 
considered to have carcinoma cells in the secretion, but 
they were all discovered to have benign lesions at 
transurethral resection. For further check, every piece 
(about 400) of tissue removed from these three glands, 
which weighed 27, 14 and 23 Gm. respectively, was 
sectioned by means of the frozen tissue technic, and 
no carcinoma was found. In an effort to locate the 
origin of these artefacts, smears were made from freshly 
removed seminal vesicles, epididymides and testicles. 
Nothing comparable was observed. 

Confusing clumps of well differentiated prostatic 
pithelial cells were seen in the secretions of 4 patients 
who had clinically benign prostates. One of these 
4 patients was later proved to have carcinoma of the 
most differentiated type (Broders’), and one rather 

finitely had a benign prostate, as indicated by the 
act that every piece of 28 Gm. of tissue removed trans- 
urethrally, which the surgeon felt made up practically 

Whole gland, was checked with the aid of the 

Tozen tissue technic and found to be benign. The 
other 2 of the 4 patients had to be considered as 

ving benign prostates on the basis of the available 
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The clumps of cells seen in the secretions 


from the malignant gland were no more, and perhaps 
even less, malignant appearing than those from the 


other 3. 


In the proved benign gland, sections showed 


some acini filled as a result of hyperplasia of the 
epithelium, an observation which offers a_ possible 
explanation for the clumps seen. 


Smears of ex- 
pressed tissue were 
observed to be sim- 
ilar to smears of 
prostatic secretions 
from the same 
gland, except that 
in smears of tissue 
the prostatic epi- 
thelium predomi- 
nated, leukocytes 
were few and nu- 
clear detail was 
relatively poor. 
Figure 1 shows 
both benign and 
malignant cells in 
one of these smears, 


Fig. 4.—Secretion from a benign prostate 
showing the structures commonly seen, with 
spermatozoa. These structures may be con- 
fused with carcinoma cells (hematoxylin 
and eosin X 865). 


from a poorly differentiated carcinoma. 

Results of a Study of Secretions in 100 Cases of 
Clinically Benign Prostatic Hypertrophy.—Of the 100 
cases in which a diagnosis of benign hypertrophy was 
made preoperatively, carcinoma cells (fig. 3) were seen 
in the secretions of 3. The observations in these 3 
cases were confirmed pathologically at transurethral 


resection. 


Similar histologic pictures were presented 


on examination of sections of tissue, the degree of 
malignancy being graded 2 (Broders’ method). In 


_ Fig. 5.—A, Prostatic secretion from a poorly differentiated carcinoma 
in which practically all cells seen are malignant, showing decided variation 


in size (hematoxylin and eosin 430). 


B, carcinoma cells in secretion 


from a clinically malignant gland. Carcinoma was not found in removed 
tissue. Nuclecli may be noted (hematoxylin and eosin X 430). 


these 3 cases symptoms, which were similar and refer- 
able to the urinary tract, included frequency, nocturia, 
urgency, smallness of stream, difficulty in starting the 
stream and some burning. The ages of these 3 patients 
fell in the fifth and sixth decades. 


| 
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In a fourth case in this series the prostate was found 
to be malignant (grade 1) on histologic examination. 
There were small glands that lacked papillary infold- 
ing; there was lack of stroma, and it was difficult to 
distinguish the cells from normal cells. However, the 
secretion from this patient was not considered diag- 
nostic when it was compared with the secretion from 
benign prostates that showed, on section of tissue at 
surgical removal, hyperplasia of the epithelium and 
resultant filling of some of the acini. 

Results of a Study of Secretion in 41 Cases of Clini- 
cal Carcinoma of the Prostate (table).—The cases in 
this series in which secretions were not obtained or in 
which no proof on examination of prostatic tissue was 
obtained were, clinically, all cases of advanced carci- 
noma of the prostate. Many of the patients had 
metastasis, and 5 of these from which secretions were 
not obtained had undergone resection previously. 

The patient whose prostatic secretions failed to reveal 
carcinoma was observed, on examination of prostatic 
tissue, to have carcinoma of the most highly differ- 
entiated grade (grade 1). 

In the 1 case in which prostatic secretions were 
positive for carcinoma cells (fig. 5 B) and the prostatic 
tissue did not show carcinoma, every piece of 19 Gm. of 
tissue removed at transurethral resection was sectioned 
and examined without carcinoma being found. 

(Of the cases in which both secretion and tissue were 
positive for carcinoma, in 2 the lesions were well 
differentiated carcinomas showing gland formation but 
malignant changes in the cells (grade 2), and in the 
rest the lesions were poorly differentiated carcinomas 
(grades 3 and 4). In 4 cases there was some question 
preoperatively as to whether the patient had a malig- 


nant lesion. 
COMMENT 


The present study has demonstrated that carcinoma 


cells, the presence of which justifies the diagnosis of. 


carcinoma of the prostate, can be found in prostatic 
secretions. There were many cases in which prostatic 
secretions were not obtained, and it seems worth while 
to point out that in all of these cases the lesion was 
unquestionably carcinoma of the prostate according to 
clinical evidence, 5 of the prostates having been pre- 
viously resected. Since the usefulness of this test is 
directed at the cases of early questionable lesions and 
since these secretions were being studied only for the 
purpose of obtaining experience in recognizing malig- 
nant components, forceful attempts at obtaining secre- 
tions did not seem justified. There was no difficulty 
in obtaining secretions in the cases in which the 
presence of carcinoma was merely questioned or not 
suspected. Therefore, failure to obtain secretions is 
not expected to be an important issue in the effort to 
make an early diagnosis of cancer of the prostate. In 
an occasional case a second massage may be required 
before a satisfactory specimen is obtained. 

The question of dissemination of carcinoma by 
massage of a malignant gland, which arises when this 
diagnostic procedure is used, cannot be answered. 
However, it is hard to conceive that massage would 
spread carcinoma more than does transurethral resec- 
tion or aspiration biopsy, and there is no evidence in 
the literature that spread by those procedures occurs. 

It appears from this study that the most differ- 
entiated grade of prostatic carcinoma, in which there 
are small glands that lack papillary infolding and cells 
that are difficult to distinguish from normal (grade 1), 
will not be detected with this test. Two such cases 
were encountered, and the lesion in neither could be 


i; A. M. A. 
an. 29, 1949 


called carcinomatous on the basis of evidence obtained 
from examination of the secretions. These probably 
comprise about 20 per cent of all prostatic carcinomas.’ 
The prostatic carcinomas that were a little less differ- 
entiated, showing gland formation but presenting 
definite malignant changes in the cells (grade 2), were 
readily detected. The more poorly differentiated car- 
cinomas (grades 3 and 4) were easily detected when 
only a few malignant cells were seen. The series of 
prostatic carcinomas studied is too small to allow con- 
clusive statements as to the accuracy of this test, but it 
appears that about 80 per cent of these carcinomas 
should be detected when secretions are obtained. 
Except for grade | lesions, in this study there was good 
correlation between the observations on examination of 
secretion and the observations on examination of tissue. 
In the 1 exception carcinoma was not revealed in the 
tissue removed at transurethral resection, but the clini- 
cal picture was that of malignant disease and the secre- 
tion was so typical of carcinoma that a laboratory diag- 
nosis of carcinoma was deemed justifiable. 

An attempt was made, in several patients who 
required retention catheters, to obtain prostatic secre- 
tions at the time the catheter was removed for operation. 
As a rule these secretions were unsatisfactory, owing to 
the great amount of pus. Mulholland ** had the same 
experience. This raises the question of whether severe 
prostatitis may mask carcinoma in respect to the study 
of secretions. The increased cellularity that results 
from the presence of pus makes the procedure more 
time consuming, but, in the present study, caused no 
error in diagnosis. 

Little mention has been made of the study of the 
cytoplasm of the prostatic cells as an aid in the diag- 
nosis of malignancy. It is felt from this study, in which 
the hematoxylin-eosin stain is used, that the diagnosis 
of carcinoma cells in prostatic secretions is primarily a 
nuclear diagnosis and also that squamous cells offer no 
help in the diagnusis. Several carcinoma cells, prefer- 
ably in clusters, should be seen as the basis for the 
diagnosis; diagnosis based on the presence of single 
cells would be hazardous. 


SUMMARY 
Clinical and laboratory investigations have been con- 
ducted to evaluate further the study of prostatic secre- 
tions as a routine diagnostic procedure. Studies were 
carried out on smears made by expressing pieces of 
prostatic tissue, on smears of prostatic secretions in a 
series of 100 cases of benign prostatic hypertrophy in all 
of which operation was performed and on smears m 
of 41 cases of clinical carcinoma of the prostate in most 
of which histologic proof was available. All of these 
secretions were stained by means of a hematoxylin- 
eosin technic. In the course of the study, artefacts 
were observed which required further investigation. 
CONCLUSIONS 
1. Carcinoma cells can be found in prostatic secre- 
tion, and finding them justifies the diagnosis of cat- 
cinoma of the prostate. : 
2. It appears that the most differentiated prostatic 
carcinomas, showing small glands that lack papillary 
infolding and consisting of cells which are difficult to 
distinguish from the normal (grade 1), will not be 
detected with this procedure. There appears to 
good correlation between the results of the study of 
secretions and the results of the study of tissue sections 
in the detection of the other grades of prostatic carci 
noma which show less differentiat.on. 
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3. Carcinoma cells were detected in 3 of 100 cases 
of clinical benign hypertrophy; therefore, such cells 
can be detected when carcinoma is not suspected 
clinically. 

4. The presence of carcinoma cells and, in the case 
of the more differentiated carcinomas, the presence of 
clusters of carcinoma cells are essential for the diag- 
nosis of prostatic carcinoma on the basis of examination 
of prostatic secretions. 

5. Nuclei of squamous and transitional epithelial 
cells, clumps of benign prostatic epithelial cells and, 
especially, cell-like structures which appear in conjunc- 
tion with spermatozoa may be confused with carcinoma 
cells until experience has been gained. 


ABSTRACT OF DISCUSSION 


De. Russet. D. Herroip, Chicago: The authors bring 
up the question of metastatic dissemination through manipula- 
tion in the collection of specimens for cytologic study. I agree 
that such dissemination is unlikely. In reviewing the successive 
roentecnograms of patients with carcinoma of the prostate 
seen between Jan. 1, 1941, and Jan. 1, 1948, my co-workers 
and | ‘ound that it was exceptional for demonstrable metastasis 
to occur in patients who did not have such evidence on the 
origina! examination. Our first observations with this method 
of diaenosis were concerned chiefly with nonsuspicious con- 
ditions in the higher age groups, in order to become more 
familiar with normal or abnormal cells associated with benign 
hyperp/asia or inflammatory lesions. We found it helpful here 
to utilize the Wright stain. Also, in patients with proved 
carcionma clumps of cells like those of cancer were fre- 
quently seen and were later observed after the Papanicolaou 
stain. \Ve are making further comparisons to determine 
whether smears examined after the Wright stain was used 
may serve as a useful screening process to rule out the neces- 
sity ot the Papanicolaou method for lesions which on digital 
palpation impress one more as inflammatory than as malig- 
nant. | should like to emphasize the statement by the essayist 
that the identification of cancer cells is primarily a nuclear 
diagnosis based preferably on the observation of clusters of 
such cells. Since we have had comparatively few patients 
with lesions of the questionable type in which further con- 
firmation could be made by postoperative histologic sections, 
we are not in a position at this time to comment on the 
exact value of preoperative cytologic study. However, the 
results of our examinations of secretions from patients with 
known lesions indicate that this method is an additional 
procedure of value to digital palpation, aspiration biopsy, 
roentgenologic study for metastasis and acid phosphatase 
determinations of the serum. Should this method become 
popular there will of course be many false negative reports, 
a with aspiration biopsy. This is not of too much concern, 
but false positive reports might have serious consequences. 
Therefore, observations from a single examination should be 
conservative until.a great deal of experience with this method 
has been had. In the collection of prostatic secretions we 
prefer to obtain the whole amount in a container; then, after 
thorough shaking, the spreads are made, thus assuring a 
fraction of the whole. If insufficient secretion is obtained the 
patient is instructed to void about % ounce (14 Gm.) in a 
wide mouth 1 ounce bottle, and this is centrifuged and smears 
made of the sediment. If centrifugation cannot be done 
Promptly, the specimen should be kept in the refrigerator. 

Dr. Donatp ALBERS, Rochester, Minn.: Dr. Herrold asked 
about the lapse of time after one of these slides is fixed before 
t can be stained adequately. I do not know the maximum 
that will still allow one to get good distinction in the cells. 
I know that some of the slides we have fixed for thirty minutes 
have been in the dry state for two or three days without 
deteriorating to any particular degree. I emphasize that it is 
mportant that one leave them in the fixative for thirty 
minutes. In the laboratory when these slides are to be held 
ver and stained later they are usually just left in the fixative. 


DIAGNOSTIC SIGNIFICANCE OF FAILING 
VISION 


LAWRENCE T. POST, M.D. 
St. Louis 


In this paper my real purpose is not to be instructive 
medically, in the sense of trying to convey the oph- 
thalmologic pictures of numerous ocular diseases. I 
do hope, by outlining some of: the close interrelations 
of general medicine and ophthalmology in one sub- 
division of the latter specialty, to combat in a small way 
the tendency toward the isolation of ophthalmologic 
from general medical practice. 

I believe that both ophthalmologists and optometrists 
have useful and legitimate places in eye care, but I am 
strongly opposed to the efforts of many optometrists to 
become the ophthalmic consultants for the medical pro- 
fession and to eliminate the ophthalmologist from the 
picture of ocular care except for surgical and local 
treatment of eye disease. This can result only in 
general practitioners’, in all but the great population 
centers, having to take over the surgical and other 
treatment of the eye, a course that will be detrimental 
to medical welfare and is surely not desired by such 
practitioners. Furthermore, I do not believe that the 
optometrist with his limited medical background can 
serve satisfactorily as a medical consultant. 

The oculist’s practice may be divided into four main 
subdivisions: diagnosis, surgical treatment, local treat- 
ment and refraction. It is in the first named that 
general medicine and ophthalmology are most closely 
linked. It is possible to discuss, and only briefly, a few 
of the many diseases that have both general medical 
and ophthalmologic pathologic aspects, and no attempt 
is made in this paper at a comprehensive study. 

In order to approach the subject in a somewhat 
logical manner, causes of failing vision are discussed 
as they affect the cornea, iris, ciliary body and choroid; 
retina, optic nerve, lens and vitreous, and, finally, failure 
from disuse. 


CORNEAL CAUSES OF VISUAL FAILURE 


Considering corneal causes of visual failure, tubercu- 
losis is no rarity. It is usually considered an allergic 
manifestation. The treatment of choice in addition to 
rather ineffective local medication is the general treat- 
ment of tuberculosis; it is the family practitioner who 
knows most about the patient's particular situation 
and is best able to give advice to him and to insist 
that it be carried out. 

Corneal degeneration is not infrequent in old persons. 
The central areas, anteroposteriorly, may become less 
transparent. Not rarely nodules appear in the posterior 
glass membrane that look like tiny raindrops on the 
rear surface of the cornea when seen with the corneal 
microscope. Epithelial degeneration also occurs, and 
for none of these diseases does the ophthalmologist have 
a cure. Corneal transplantation, which seems so logical, 
is not ideal, because it is often followed by a degenera- 
tion of the graft similar to that in the section removed. 

Ulcers are another important cause of visual failure, 
and they occur throughout life, their causes varying 
from gonorrhea in infancy through phlyctenular kera- 
titis in youth to malnutrition of age. In preadolescence 
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there is the interstitial keratitis of syphilis, indicating 
the general treatment for syphilis and the local use of 
atropine and dark glasses. 


DISEASES OF IRIS, CILIARY BODY AND CHOROID 

Concerning diseases of the iris, ciliary body and 
choroid, allergic reactions are seen as frequently in 
ophthalmologic practice as in every other department of 
medicine. They occur chiefly in the eye in the form 
of conjunctivitis and lid reactions, the former the 
so-called vernal conjunctivitis, and as such they are 
seldom responsible for failing sight. But in scleritis 
and uveitis they are important causes for gradual loss 
of vision. 

In tuberculosis the lesion in the uveal tract, that is, 
iris, ciliary body and choroid, may originally have been 
the seat of the organisms derived from other foci; 
against this idea it must be mentioned that bacilli are 
seldom seen in sections of these eyes, though it is also 
true that such eves as are: removed have been long 
subject to the disease and tissue reaction may have 
destroyed the organisms. 

The most dreaded form of uveitis is sympathetic 
ophthalmia, which is probably due to sensitivity to uveal 
pigment. The oculist almost never has the materials 
for making allergic tests and must, therefore, refer 
patients with these diseases to the medical practitioner 
both for help in finding the offending allergen and for 
desensitization if possible. The future would seem to 
hold some possibilities for nonspecific desensitization, 
and for leadership in the search for this the oph- 
thalmologist looks to the medical investigator. Differ- 
ential diagnosis of allergic uveitis depends on tests for 
allergy and the elimination of other more easily identifi- 
able inflammations, such as leprosy, syphilis and sympa- 
thetic diseases; syphilis is suggested by a_ positive 
serologic reaction and sympathetic disease by a history 
of injury. 

RETINAL CAUSES OF DIMINISHED VISION 

Retinal causes of diminished vision are numerous. 
Diabetes affects the eye late in the course of the disease, 
particularly in the form of chorioretinitis, though 
undoubtedly some cataracts have this as their cause. 
Diabetes, therefore, may be the cause of gradual loss of 
sight, and, though the onset is late, once it has started 
it is implacable; its presence is to be suspected in 
gradual visual failure in the middle years. There is 
no pain, and there are no external manifestations. 
Often the first ocular symptom is visual failure, and 
when this occurs the chorioretinitis is usually so severe 
that it is beyond curing. It may take place in fairly 
well treated patients, and, unfortunately, the usual 
therapy for diabetes is completely ineffective with 
respect to retinal lesions. 

In cardiovascular-renal disease is found perhaps the 
closest bond between general medical practitioners and 
ophthalmologists. In these conditions one looks for 
both sudden and gradual visual loss, the former espe- 
cially associated with large retinal hemorrhages and the 
latter with arteriosclerosis and small hemorrhages and 
exudates. Probably the eyegrounds show the changes 
of malignant hypertension as early as they are to be 
noted anywhere in the body. Obviously, the treatment 
rests with the physician, and the ophthalmologist’s part 
is only that of observation and of keeping the internist 
informed of the retinal condition in order to protect as 
well as possible the vision of the patient. 


A. M.A, 
an. 29, 1949 


Degenerative changes that so frequently accompany 
old age need special consideration. It is fortunate that 
the study of geriatrics is assuming increasing impor- 
tance. To combat the gradual visual loss associated 
with retinal degenerations, one must combat old age 
itself. The retina suffers in this condition primarily 
from malnutrition and probably an accumulation of 
waste products. The struggle against old age demands 
sedulous perseverance. As old age attacks, it seeks 
every weakness in the patient’s defensive armor, and 
it is the physician’s duty to find and fill these chinks 
before the enemy penetrates too far. For the retina 
everything that will help circulation and metabolism is 
worth while, such as infra-red radiation, long-acting 
vasodilators and vitamins for vitamin deficiencies. For 
example, most old persons need more thiamine chloride 
than they normally get. They may also need aids to 
elimination. The oxidation of the tissues should be 
accelerated. For helping the old, who through degen- 
erations are fast losing vision, their most prized pos- 
session, the ophthalmologist turns to his medical 


confrere. 
OPTIC ATROPHY 


Optic atrophy is a major reason for failing sight. 
Among its most important medical causes are syphilis, 
hypophyseal tumor and multiple sclerosis. In all of 
these diseases the ophthalmologist is often the tirst to 
make the diagnosis, but his part in the developing pic- 
ture thereafter is largely advisory from the visual point 
of view, and he depends on the general medica! prac- 
titioner, or in some cases the surgeon, for the treatment. 
In about 80 per cent of supratentorial neoplasms one 
expects to find choked disks, whereas in hypophyseal 
tumors atrophy of the papillomacular bundle is the rule. 
In multiple sclerosis the onset may be associated with 
an optic neuritis, but oftener one sees the later picture 
of temporal pallor of the nerve head with loss of central 
vision. 

Failure of sight from optic atrophy may be sudden, 
as from toxemias from drugs, such as quinine or 
methyl alcohol, or gradual as from injudicious use of 
some arsenicals, such as tryparsamide.” In the admin- 
istration of the last named drug no precaution is as 
important as mapping visual fields frequently. Diminu- 
tion of these is a positive indication for discontinuance 
of the drug. 

How much can be accomplished toward aiding vision 
in optic atrophy from syphilis? The results in my own 
patients by any form of treatment have not been 
encouraging ; those by induced malarial infection have 
seemed best, but a poor best. 


PERIPHERAL FIELD CHANGES 


Peripheral field changes occasionally bring the patient 
to the eye physician, but it is surprising how far these 
may progress before attracting the patient’s attention, 
as in the case of chronic simple glaucoma, the most 
frequent cause of blindness of middle and old age. 
This subtle disease creeps in without causing pain OF 
redness of the eyes and is noticeable only to a discern- 
ing patient before it is too late by a diminution in the 
visual field or halos about lights. Glaucoma is prob- 
ably associated with some hidden systemic disease. 
The only thing that the general practitioner as yet can 
do to aid in the fight against this disease 1s to help 
in its early discovery by using his ophthalmoscope 
intelligently and by urging his patients to consult their 
ophthalmologists regularly through the dangerous 
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years, even as the ophthalmologists should urge peri- 
odic examination for the determination of the medical 
status of their patients. 


CATARACT 


Senile cataract is another important factor in visual 
failure. Undoubtedly a nutritional basis will be found 
for cataracts, as many have suggested, and medical 
research may bring this to light. It is already known, 
for example, that such drugs as naphthalin and dinitro- 
phenol can produce them and that hypoparathyroidism 
may be a cause. 

With the modern intracapsular method of extraction, 
an immature cataract can be as easily removed as a 
mature one. Patients are best pleased with the result 
when operation is delayed until ordinary print can no 
longer be read with the better eye. Rarely in cases 
other than those in which industrial safety or over- 
ripening of the cataract demand earlier operation should 
this be done, because the patient is disappointed if he 
finds postoperatively that the eye which was not 
operated on is still the more useful, and, truly, the 
best eve, minus its crystalline lens, is a poor substitute 
for the normal. Good results should be obtained by 
operation in from 90 to 95 per cent of cases. Fusion 
usually follows a good surgical outcome when both 
eyes ire operated on, and the double operation—each 
eye or a different date—is advocated unless extreme 
age or other urgent reason indicate otherwise. 


DISUSE 


Greatly diminished vision from lack of use of an 
eye occurs in infancy and childhood and, if not treated 
promptly, is incurable, but if intelligently handled it 
can alinost always be materially helped. The family 
physician should insist that such a child be referred 
immediately to an oculist. Temporizing is always 
costly and often disastrous. 


COMMENT 


I suggest that the ophthalmologist be used as a true 
consultant for all that he may be able to offer diag- 
nostically and not just to determine visual fields or 
for an opinion as to whether a disk is choked or not, 
even as the ophthalmologist should not ask the general 
practitioner for an opinion on a patient’s blood pressure 
only or for some specific test, but rather should ask 
tor a full medical opinion of the nature of the case. 
In such a mutual consultative relationship will the best 
interest of the patient be served. The ophthalmologist 
needs the general practitioner and, in turn, can be of 
help to him. 


ABSTRACT OF DISCUSSION 


Dr. Paut O. HaGemann, St. Louis: A diversity of medical 
Conditions may affect vision. Patients suffering from degenera- 
tive disease may have visual difficulty and lesions of the cornea 
and the retina. In those with nutritional deficiency corneal 
lesions and lesions of the lens may develop. In those with 
metabolic disturbances retinal lesions, such as diabetic reti- 
nopathy, may develop, and in patients with tetany lenticular 
°pacity may develop. When using certain drugs, one is obli- 
gated to keep in mind possible eye complications due to 
hypersensitivity, such as lenticular opacities and optic atrophy. 

who have been studying the treatment of syphilis feel 
that tryparsamide no longer has a place in the treatment of 
Reurosyphilis in view of the excellent results being obtained 
with penicillin. In regard to patients with vascular disease, 
much can be learned about the state of the vascular system 

"the observation of the vessels in the fundus. For patients 

considered for sympathectomy, valuable prognostic infor- 


mation can be given by the ophthalmologist. Not infrequently 
the differential diagnosis between malignant hypertension and 
cerebral neoplasm is difficult. Here, again, the ophthalmologist 
can help in this differentiation. In a recent survey of blindness 
due to infection, it was pointed out that general or systemic 
infections are four times as prevalent a cause of blindness as 
is local infection of the eye. Tuberculosis can be such a cause, 
with involvement of the cornea, uvea or retina; syphilis may be, 
with involvement of the cornea, uvea or optic nerve, and foci 
of infections are regarded as a common cause of this type of 
disorder. The obligation of the general practitioner, then, 
is to survey the patient for such foci—common ones, such as 
infected teeth, tonsils and sinuses. Not infrequently one sees 
eye manifestations in rheumatic fever and in rheumatoid arthri- 
tis. Principally this is in the form of a uveitis. This subject 
has been investigated to some extent, and it is felt that there 
are certain reasons that these conditions occur in the same 
disease process. There are great anatomic similarities between 
the ciliary processes of the eye and the synovial villi in joints. 
It is also of interest that in experiments with animals the 
incidence of arthritis as well as uveitis occurs in a far higher 
percentage of hyperimmune animals, emphasizing the allergic 
aspects of this subject. There is a_ reciprocal obligation 
between the ophthalmologist and the general practitioner. The 
ophthalmologist can help by classifying the disorders as they 
occur in the eye and also can supervise the local management. 


Clinical Notes, Suggestions and 
New Instruments 


EXTREME HYPERTENSION IN A CHILD CURED 
BY NEPHRECTOMY 


Report of a Case and Review of the Literature 


BENJAMIN M. GASUL, M.D. 
JULIUS M. GLASSER, M.D. 
and 


AARON GROSSMAN, M.D. 
Chicago 


M. C., a girl aged 9, was first seen on Nov. 10, 1946, with 
a history of having awakened early in the morning complaining 
of generalized abdominal pain, followed by repeated attacks of 
vomiting. She had had three attacks of vomiting and general- 
ized abdominal pain during the previous three months, each 
of which lasted about twenty-four hours and then cleared up 
completely. In addition, the mother stated that the child had 
complained of occasional headache and had nocturia and 
enuresis during the past two years. 

Physical examination revealed a well developed, restless 
child, complaining of generalized abdominal pain. Temperature 
was 99.4 F., pulse rate 130 and regular and respirations 
30 per minute. The abdomen was soft and there were no 
palpable masses, rigidity or tenderness. The blood pressure 
varied from 160 systolic and 130 diastolic to 175 systolic and 
125 diastolic. Blood pressure in the right leg was 190 systolic 
and 152 diastolic and in the left leg 188 systolic and 140 
diastolic. No abnormalities were observed on examination 
of the heart. Ophthalmoscopic examination revealed numerous 
hemorrhages on the disk and scattered throughout both fundi. 
There were many grayish white exudates in both macular 
regions. 

The laboratory tests showed clear urine, specific gravity 
1.010, albumin 1 plus and no red or white blood cells. The 
blood cell count showed 4,210,000 erythrocytes, hemoglobin 8&5 
per cent Sahli (14.4 Gm.) and leukocytes 9,300, with 77 per 
cent polymorphonuclear cells, 20 lymphocytes and 3 mono- 
cytes. The roentgenogram of the heart and the electrocardio- 
gram revealed no abnormalities. 

The normal abdominal observations, the normal temperature 
and the blood cell count definitely excluded acute appendicitis ; 


From the Pediatric and Urologic Services of Mt. Sinai Hospital, 
Chicago. 
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306 HYPERTENSION 
the high blood pressure in the upper extremities, the still 
higher pressure in the lower extremities and the normal cardiac 
observations excluded coarctation of the aorta. The history, 
the hypertension and the gastrointestinal observations pointed 
strongly to chronic nephritis and possibly impending uremia. 
An emergency test of the chemical content of the blood was 


Intravenous pyelogram shows an enlarged but normal left 


Fig. 1. 
On the right, the renal shadow cannot be visualized. 


kidney. 


then ordered and performed on the day of admission. It 
showed normal observations: urea nitrogen 13.6 mg., sugar 
133 mg., chlorides 580 mg., calcium 10.8 mg. and carbon 
dioxide combining power 66 volumes per cent. 

On the next morning, November 11, the child complained 
of a severe headache, and an ophthalmologist, Dr. Carl Apple, 
was called in. His observations were as follows: Both disks 
were edematous; the margins were obscured by edema, and 
both were moderately elevated, about 1% to 2 diopters. Glisten- 
ing stellate exudates were seen in both maculas, and between 
the right macula and disk were numerous dirty gray exudates. 
The retinal vessels crossed over these exudates uninterruptedly ; 
a few of the exudates covered the retinal vessels. There were 
also numerous small rounded and flame-shaped hemorrhages, 
especially pronounced below the right disk and some in the 
periphery of the right fundus as well as between right disk 
and macula. In the left fundus, the exudates and hemorrhages 
were less pronounced. The retinal vessels in both fundi 
showed an auriculoventricular ratio of 1 to 3. Some of the 
smallest vessels were obscured by the retinal edema. The 
hemorrhages as well as the exudates were in the outer layer 
of the retina. 

On the same day, the child had several generalized con- 
vulsions of several minutes’ duration and the blood pressure 
rose to 200 systolic and 140 diastolic. A spinal puncture 
revealed a uniformly bloody fluid (nontraumatic). The fluid 
did not clot, sugar was 67 mg. per hundred cubic centimeters 
(with blood sugar of 121 mg.), and culture and smear as well 
as the reactions to the Wassermann and colloidal gold curve 
tests were negative. 

Because of the normal observations of the urine and chemical 
content of the blood, a “Goldblatt” kidney or a pheochromo- 
cytoma was seriously considered. We believed that an intra- 
venous pyelogram was definitely indicated, because this was 
the only way in which the site of the involved kidney could 
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be localized. Although the condition of the patient appeared 
desperate—in addition to the extreme hypertension, a cerebral 
hemorrhage developed and the blood pressure rose to 2]4 
systolic and 164 diastolic—an intravenous pyelogram was per- 
formed, and Dr. Arendt reported as follows: Intravenous 
pyelogram (fig. 1) showed incomplete filling of the pelvis on 
the left side; however, the calyces appeared to be normal, 
without any dilatation or clubbing. The left renal shadow was 
considerably enlarged, but normal in contour. On the right, 
the renal shadow could not be visualized. There was a faint 
shadow suggesting a considerably contracted renal shadow. 
On the thirty minute roentgenogram there was a suggestion 
of a slight amount of contrast medium in the upper calyx of 
the right kidney. These observations indicated the presence 
of a hypoplastic or contracted right kidney which was prac- 
tically functionless, associated with an enlarged apparently 
normal functioning left kidney. 

The diagnosis was unilateral involvement of the right kidney 
and an apparently normal left kidney. Cystoscopic examina- 
tion showed the bladder to be essentially normal. The left 
ureteral orifice was identified and found to be normal. The 
right ureteral orifice was difficult to identify. Intravenously 
administered indigo-carmine appeared in good concentration 
from the left kidney in five minutes, but no dye was seen 
coming from the right ureteral orifice. 

On November 15, the right kidney was explored. The whole 
kidney appeared diseased, and a right nephrectomy was done. 
The postoperative course was uneventful. Within twenty-four 
hours after the operation, blood pressure dropped to 160 
systolic and 120 diastolic and within ten days had dropped 
to 128 systolic and 90 diastolic. 

The pathologic report of the right kidney (Dr. I. Davidsohn) 
was as follows: The kidney, with a ureter of 6 cm. in length, 
weighed about 17 Gm. (fig. 2). The organ measured 5 by 2 
by 1.2 cm. The capsule was stripped with some difficulty. 
The surface was grayish red and somewhat granular. The 
section surface revealed the parenchyma to be reduced, mea- 
suring between 4 and 6 mm. The cortex was rather thin, 
measuring about 1 mm., and throughout the parenchyma the 
walls of the blood vessels were outstanding and _ thickened. 
The pelvic fat tissue was increased. The pelvis itself was 
enlarged and dilated, as were the calyces. The mucosa was ede- 
matous and showed a few hemorrhages. The ureter was not 
dilated. The wall of the renal artery was gaping. There was an 
accessory artery near the upper pole, the lumen of which 
was also gaping. 

Microscopic examination (fig. 3) revealed complete hyalini- 
zation of the glomeruli; the interstitial tissue was increased and 


Fig. <.—Close-up view, with pyelonephritic atrophy and petechial hemor- 
rhages in the pelvis. 


heavily infiltrated with round cells. Only in a few places some 
islets consisting of tubules could be found. A large section 
contained only one glomerulus. The pelvic mucosa was thick- 
ened and heavily infiltrated with round cells which fort 
some follicles. Medium-sized and small arteries showed decided 
thickening of their walls. The diagnosis was pyelonephritic 
atrophy of the right kidney. 
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The patient was discharged from the hospital on the eleventh 
postoperative day, with a blood pressure of 134 systolic and 
9) diastolic and normal urine and chemical content of the 
blood. The child was examined a number of times since then 
and when last seen, on Nov. 8, 1948, two years after the 
nephrectomy, the blood pressure was 125 systolic and 80 


Fig. 3.—Chronie pyelonephritis. Hyalinized glomeruli with atrophic 
tubules and inspissated casts. 


diastolic, the urine was normal and the blood contained 18 mg. 
urea nitrogen, 2.6 mg. uric acid and 0.8 mg. creatinine per 
hundred cubic centimeters. The report of the ophthalmologist, 
Dr. Carl Apple, on September 13 was: Right vision (unaided) 
was 1.0; left vision (unaided) was 0.4—2. With glasses right 
vision was normal and left vision was normal. The left eye 
converged 5 degrees. Fundoscopic examination showed normal 
appearance of the fundi. In the right macula there were several 
small dark pigment spots; in the left macula, there were about 
fifteen similar spots. There were no hemorrhages or exudates. 
The retinal vessels had a normal appearance. 


COMMENT 


The experimental work of Goldblatt and his co-workers ! 
Precipitated great interest in the relationship between hyper- 
tension and certain types of unilateral disease of the kidney. 
Their work, confirmed by other investigators, consisted in the 
use of an adjustable silver clamp which permitted the degree 
of constriction of the renal vessels to be increased at will, 
thereby producing renal ischemia. With constriction of one 
renal artery there was a rise in the blood pressure for a 
Variable length of time. With bilateral constriction of the 
renal arteries hypertension was maintained indefinitely. Later 
Goldblatt found that excision of an ischemic kidney at the 
height of hypertension following unilateral constriction of the 
renal artery resulted in a prompt return of the blood pressure 
to normal. No satisfactory evidence has been adduced that the 
nervous mechanism plays a part in the production of experi- 


1. Goldblatt, H.; Lynch, G.; Hanzal, R. F., and Summerville, W. W.: 
30: Jin Path. Ot 942, 1933. Goldblatt, H., and others: J. Exper. Med. 
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mental hypertension.2 The exact mechanism involved in -the 
production of such hypertension is unknown, but it is believed 
that the ischemic kidney releases a pressor substance known 
as renin. This substance has been prepared and purified.® 
Renin is not in itself a pressor substance, but it reacts with 
a pseudoglobulin renin activator (hypertensinogen) to form a 
highly active substance named angiotonin (hypertensin). 
Angiotonin, when injected intravenously produced a_ sharp 
immediate rise in arterial pressure. It is believed by some 
investigators that the normal kidney either destroys the pressor 
substance or secretes an antipressor hormone. 

Numerous clinical reports have appeared in the literature 
with some conflicting opinions as to the merits of nephrectomy 
in unilateral renal disease. However, a thorough review of 
the literature reveals only 22 cases of hypertension in adults 
in which blood pressure has remained normal one or more 
years following operation.’ In children, only 9 cases could be 
found in which the blood pressure had remained at normal 
level for at least one year following the operation; in 8, unilat- 
eral pyelonephritis was the cause of the hypertension, and in 
1 an ectopic kidney with a smooth muscle plug in the renal 
artery was responsible for the hypertension (table). 

In our case, atrophic unilateral pyelonephritis was the cause 
of the hypertension, and the successful result demonstrates that 
every case of hypertension in a child should be carefully 
studied; if a unilateral kidney involvement is found with the 
other kidney normal or showing compensatory hypertrophy, 
an immediate nephrectomy should be performed. 


SUMMARY 
Nephrectomy was performed in a child, 9 years of age, with 
extreme hypertension due to unilateral atrophic pyelonephritis. 
The blood pressure, the urine and the chemical content of the 
blood had remained normal for twenty-four months following 


Data m Cases of Pronounced Hypertension in Children That 
Have Remained Normal for at Least One 
Year Following Nephrectomy 


Pre- Post- Time 
operative operative Elapsed 
Age, Blood Blood Since 
Author Yr. Pressure Pressure Operation Diagnosis 


Abeshouse, B. 8.: sh 160/100 120/82 7% yr. Pyelonephritis 
Surgery 102147, 1941 
Barny, J. 1, and 10 185/130 98/60 21 mo. Pyelonephritis 
Suby, H. New 
England J. Med. 
220: 774, 1939 
Bothe, A. E.: Urol. 7 130/ 90 110/65 4% yr. Pyelonephritis 
39 : 611, 1938 


Kennedy, R. L. J.; 12 225/178 110/85 5 yr. Pyelonephritis 
Barker, N. W., and 
Walters, W.: Am. 
J. Dis. Child, 693 
160 (Mareh 1945) 
Higbel, D. R.: J. 12 180/110 120/80 mo, Atroph‘e pyelo- 
Urol, 51 3 466, 1944 nephritis 
Leadbetter, W. F., 9 155/105 105/65 3% yr. Ectopic kidney 


and Burkland with smooth 
C.E.: J.Urol. 39: muscie plug in 
611, 1938 renal artery 
Semans, J. H.: Bull. 2% 200/134 98 /62 3 yr. Pyelonephritis 
John Hopkins 
Hosp. 75 : 184, 1944 
Wilson, C. L., and 12 230/170 116/74 mo. Atrophie pyelo- 


Chamberlain, C.T.: nephritis 
J. Urol, 472421, 1942 

Oster, J.: Acta med. 7 200/170 90/60 14 mo. Hydroneph- 
Scandinav. 128: 42, rosis 


1947; cited by Pon. 
cher, H. G.: Year 
Book of Pediatries, 
Chicago, The Year 
Book Publishers, 
Ine., 1948, p. 209 


the operation. The pronounced hemorrhagic retinitis noted 
before the operation was no longer present at the time of 
last examination. , 


4753 Broadway—30 North Michigan Avenue. 


2. Goldblatt, H.; Gross, G., and Hanzal, R. F.: J. Exper. Med. 
65: 233, 1937. Page, I. H.: Am. J. Physiol. 112: 166, 1935. 

3. Grossman, .: Proc. Soc. Exper. Biol. & Med. 39: 40, 1938. 
Helmer, O. M., and Page, I. H.: J. Biol. Chem. 127: 757, 1939. Page. 
1. H.: Am. J. Physiol. 130: 22, 1940. 

4. Harrison, T. F.: Tr. A. Am. Physicians 51: 280, 1936. Rod- 
card, S., and Katz, L. N.: Am. J. M. Sc. 198: 602, 1939. 

5. Sabin, H. S.: J. Urol. 59:8, 1948. 


| 
a 
d 
d 


308 FILARIASIS BANCROFTI—OLIVER-GONZALEZ ET AL. 


TREATMENT OF FILARIASIS BANCROFT! WITH HETRAZAN ® 
Follow-up Observations Fifteen Months After Treatment 


JOSE OLIVER-GONZALEZ, Ph.D. 
DWIGHT SANTIAGO-STEVENSON, M.D. 
and 


JOSE F. MALONADO, Ph.D. 
San Juan, Puerto Rico 


The preliminary results obtained with the administration 
of hetrazan® (1-diethylearbamyl-4-methylpiperazine hydro- 
chloride) to 26 persons with circulating microfilariae of 
Wuchereria bancrofti have already been published. Although 
the dose and length of treatment were varied, as this was 
the first experience with this drug in human beings, the 
microfilariae in all instances rapidly disappeared from the 
blood stream, and in 13 of the 26 patients the smears were 
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was lost track of when he moved to the United States. Two 
other patients (cases 2 and 9), who had shown persistently 
negative microfilarial counts for many months, failed to return 
for checkup after the thirteenth and the fourteenth month, 
respectively. 

Thirteen of the 23 patients examined (56.5 per cent) showed 
negative microfilarial counts at the end of the fifteen month 
period. Also, these patients either had no microfilariae or an 
insignificant number of them at the time of the monthly 
examination. The remaining 10 had very low counts, in all 
cases considerably lower than the original values before treat- 
ment. The patients who had received the highest total dose 
of the drug were the ones showing persistently negative counts 
in all examinations, while those who received the lower total 
dosage were the ones presenting positive smears, though 
invariably with extremely low values. Presumably, and in 
the light of further experiences with this drug, this latter 
group received insufficient dosage. Even so, these insufficiently 


Number of Microfilariae in Nocturnal Blood from Patients Treated with “Hetrasan” 


Amount of Drug 
Administered 
Three 
Times 
Daily per Leneth 
of Body Treat- Before 


Microfilariae in 60 Cu. Mm. of Blood 


Months After Treatment 


Case Weight, ment, Treat- -——— — — — 
No. Mg. Days ment 3 4 5 6 7 8 9 1 « ll 12 13 14 bb 
1 2 17 30 0 0 0 0 0 0 0 0 0 0 0 0 
2 2 18 7 ae . 0 0 0 0 ee 0 0 0 se 0 ms 
3 2 16 220 1 oe as ee ee os 4 
2 22 1 0 1 0 0 0 0 oe 0 0 0 ee 0 
5 2 ll 27 0 3 3 5 2 1 1 0 0 1 0 0 
6 2 4 399 22 19 13 13 q ll 5 10 ll 43 2 8 
7 2 6 142 0 0 1 0 0 0 0 0 0 0 ee 0 0 
s 2 6 97 2 3 0 2 1 0 1 0 es ee oe ee 4 
9 2 6 l4 0 0 1 0 0 ee 0 0 0 ee 0 ee a 
lo 2 18 49 0 0 0 0 0 0 0 0 0 oe 0 oo 0 
11 1 18 130 2 q 4 1 ee 0 ee oe ee ee 1 
2 1 M4 iM 1 0 0 0 0 0 0 0 0 0 ee 0 
13 1 12 100 11 20 30 13 - es ee ee 4 1 
4 1 11 RY 0 0 1 1 0 5 1 4 1 0 
15 1 13 53s 0 0 0 0 0 0 0 0 0 ee 0 
16 0.5 11 10 9 - 2 1 2 1 2 2 0 0 0 
17 0.5 11 36 4 20 23 16 25 25 22 29 25 13 11 
18 1 5 17 6 1 7 s 12 7 0 10 4 3 0 
19 1 6 45 2 3 0 0 1 0 0 3 8 6 1 
20 1 ‘ 7 ee 0 0 ° 0 0 0 0 0 0 
21 1 3 158 39 82 es 42 57 30 
22 1 } 416 1 1 1 7 0 0 2 ee 5 19 
23 1 13 0 1 0 1 0 1 0 0 , 0 0 
25 1 5 11 2 0 1 6 0 3 4 an 0 0 
8 1 5 20 7 4 13 6 3 20 22 21 18 aa > oe ee 4 


consistently negative from eight to eighty-three days after 
one course of treatment. In 4 of the cases there was clinical 
evidence of death of the adult worm. Little or no toxic effects 
following administration of the drug were encountered. 

Monthly follow-up examinations of the nocturnal blood of 
these patients have been performed during a period of fifteen 
months. At the end of this period the patients were given a 
physical examination with particular emphasis on the state 
of the lymphatic system and were questioned intensively 
regarding symptoms known to be associated with clinical 
filariasis. 

The table records the results of the microfilarial counts 
performed from the third to the fifteenth month after treat- 
ment. Of the 26 original patients, 23 could be examined at 
the end of the fifteen month period. One patient (case 24) 


From the Departments of Medical Zovlogy and Clinical Medicine of 
the School of Tropical Medicine, San Juan, Puerto Rico. 

These studies were carried out with the financial aid of the Lederle 
Laboratories Division, American Cyanamid Company, Pearl River, N. Y. 

1. Santiago-Stevenson, D.; Oliver-Gonzalez, J., and Hewitt, R.: Treat- 
ment of Ficriasis Bancrofti with 1-Diethylcarbamyl-4-Methyl-Piperazine 
Hydrochloride (“Hetrazan”), J. A. M. A, 135: 708 (Nov. 15) 1947. 


treated patients, who presented low counts three months after 
treatment, have shown no tendency to relapse, as their counts 
have persisted at low levels throughout the entire period of 
observation. 

Twenty-two of the 23 patients remained free of symptoms 
referable to the lymphatic system which might be attributed 
to filariasis. One patient (case 7), seven months after treat- 
ment, had pain over the anterior aspect of the upper third 
of the left thigh and a tender nodular swelling at the femoral 
region. There was no fever, no redness of the overlying skin, 
no lymphangitis and no enlargement of the inguinal nodes. 
This swelling disappeared entirely within a week. Final checkup 
at the end of the fifteen months revealed no abnormalities. 
The 4 patients who had had nodular swellings early during 
treatment showed no evidence of residual disease of their 
lymphatic system when last examined. 


SUMMARY 

Thirteen (56.5 per cent) of 23 persons with microfilariae of 
Wuchereria bancrofti were found free of the infection as 
evidenced by negative microfilarial counts performed fifteen 
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months after treatment with hetrazan® (1-diethylcarbamyl-4- 
methylpiperazine hydrochloride). The remaining 10 had very 
low counts, which had persistently remained at low levels since 
the end of the course of treatment. There was no increase 
in the number of microfilariae Juring the follow-up period in 
any of the patients which might suggest a relapse. 

In general, the patients who received the highest total doses 
were the ones with negative smears at the end of the fifteen 
month period. The others probably did not receive sufficient 
amount of the drug to eradicate the infection entirely. All 
but one of the group of 23 patients remained symptom free. 
None of the patients showed evidence of disease in their 
lymphatic or other systems suggesting clinical filiariasis. 

These observations would seem to indicate that hetrazan, 
when given in adequate dosage to patients infected with 
W. bancrofti, cleared the blood stream of microfilariae for 
periods of at least fifteen months. There was no clinical evi- 
dence of residual lymphatic disease which might be attributed 
to the filaricidal action of the drug. 
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THEOPHYLLINE-METHYLGLUCAMINE.—Gluco- 
phyl!ine—Abbott.—An equimolecular mixture of theophylline- 
U. Ss) P. and methylglucamine (C;Hi:NOs). 
Dosace forms of theophylline-methylglucamine contain not less 
than “5 per cent nor more than 105 per cent of the labeled 
quantities of theophylline and methylglucamine. The structural 
“ a of theophylline-methylglucamine may be represented 
as follows: 


H 
H H H 


HH 


_ Actions and Uses.—Theophylline-methylglucamine is identical 
in action and therapeutic purpose with aminophylline (theophyl- 
line ethylenediamine) U. S. P. over which it has no advantage. It 
is therefore similarly useful orally and by injection to produce 
the effects of theophylline when a more soluble salt than theo- 
phylline and sodium acetate is needed. It is employed orally as 
a diuretic and myocardial stimulant for pulmonary edema and 
paroxysmal dyspnea in conjective heart failure, and for the relief 
of Cheyne-Stokes respiration. It is also useful in the relief of 
acute bronchial asthma, particularly in patients who have become 
unresponsive to epinephrine. As with aminophylline, claims for 
its use in coronary or peripheral vascular disease and in hyper- 
tension are not recognized on the basis of available evidence. 

Dosage.—Theophylline-methylglucamine represents about 50 
per cent of theophylline, as compared to about 78 per cent con- 
tained in aminophylline U. S. P., so that the ratio of dosage to 
the latter is approximately 2:3. On this basis the dosage recom- 
mended for theophylline-methylglucamine should be about one 
— times the dose ordinarily prescribed for amino- 

viline. 

Orally, from 0.15 to 0.75 Gm. three or four times daily after 
meals, given continuously for only a few days at a time with 
intervening rest periods of one or two days. Intramuscularly, 
75 Gm. in 2 cc.; intravenously 0.36 to 0.75 Gm. in 10 cc. to 
2 ce. As with aminophylline, intravenous injection should be 
made slowly to avoid untoward effects. 


Tests and Standards.— 


Transfer a portion of powdered tablets or of solution, equivalent to 
approximately 0.35 Gm. of theophylline-methylglucamine to a separatory 
unnel. Add 25 cc. of water and 2 drops of methyl red T. S., and 
Utrate to a faint red color with tenth-normal hydrochloric acid. Each 
cubic centimeter of tenth-normal hydrochloric acid is equivalent to 19.52 
mg. of methylglucamine. The amount of methylglucamine found is not 

than 95 per cent and not more than 105 per cent of the labeled 
amount of methylglucamine. 
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To the mixture that .has been titrated in the separatory funnel add 
4 drops of tenth-normal hydrochloric acid and extract with four por- 
tions of 25 cc., 20 ce., 15 ce. and 15 cc. of a mixture of three volumes 
of chloroform and one volume of isopropyl alcohol. Filter the extract 
through a small dry filter paper into a dried and tared evaporating dish. 
Wash the filter with a small amount of the extraction solvent and 
evaporate the combined extract and washings on a water bath. Dry the 
residue to constant weight at 100 C.: the weight of the residue, multi- 
plied by 1.100, is equivalent to not less than 95 per cent nor more than 
105 per cent of the labeled amount of theophylline U. S. P. 

The theophylline employed in theophylline-methylglucamine prepara- 
tions meets the requirements of the ‘‘United States Pharmacopeia.” 

METHYLGLUCAMINE (C;HizNOs—M. W. 195.2) occurs as white 
to yellowish-white, odorless crystals which melt from 128 to 131 C. It is 
freely soluble in water, slightly soluble in alcohol, and _ practically 
insoluble in chloroform and in ether. 

To 5 ce. of 5 per cent methylglucamine solution add 5 cc. of alkaline 
cupric tartrate T. S. and heat to boiling: no reduction of copper occurs 
(absence of reducing substances). 

Dry about 1 Gm. of methylglucamine to constant weight at 100 C.: 
the loss in weight is not more than 0.1 per cent. 

The specific rotation, [a]25/D, of a 10 per cent solution of methyl- 
glucamine in water is approximately — 16.3 degrees. 

Ignite about 1 Gm. of methylglucamine, accurately weighed: the ash 
is negligible. 

Dissolve 1 Gm. of methylglucamine in 25 cc. of water: the heavy 
metals limit (U. S. P. XIII, p. 657) is 20 parts per million. 

The nitrogen content of methylglucamine when determined by the 
Dumas method is not less than 7.0 per cent or more than 7.2 per cent. 

Transfer about 0.4 Gm. of methylglucamine, accurately weighed, to 
an Erlenmeyer fiask and add 25 cc. of water and 2 drops of methyl 
red T. S. Titrate the mixture with tenth-normal hydrochloric acid. 
Each cubic centimete: of tenth-normal hydrochloric acid is equivalent to 
19.52 mg. of methylglucamine. The amount of methylglucamine found 
is not less than 98 per cent, calculated to the dry substance. 


Lasoratories, NortH CHICAGO, ILL. 
Solution Glucophylline: 0.366 Gm. in 10 cc. ampuls. 
Solution Glucophylline: 0.732 Gm. in 2 cc. and 20 cc. ampuls. 
Enterab Tablets Glucophylline: 0.152 Gm. Each tablet is 
enteric coated with a resin prepared from stearic acid, phthalic 
anhydride and glycerine. 
Tablets Glucophylline: 0.152 Gm. and 0.304 Gm. 


U. S. patent 2,161,114 (June 6, 1939; expires 1956). 
U. S. trademark 334,367. (Enterab)-U. S. trademark 353,674. 


DIHYDROXY ALUMINUM AMINOACETATE (See 
New and Nonofficial Remedies 1948, p. 342). 
- The following dosage form has been accepted: 


Tue E. L. Patcu Company, Boston 
Tablets Alzinox: 0.5 Gm. 


AMINOPHYLLINE-U. S. P. (See New and Nonofficial 
Remedies 1948, p. 325). 
The following dosage form has been accepted: 


ZEMMER Co., INc., PirTspuRGH 13 


Tablets Aminophylline: 0.1 Gm. and 0.2 Gm. 


Enteric Coated Tablets Aminophylline: 0.1 Gm. and 
0.2 Gm. Each tablet is enteric coated with a mixture of keratin 
and shellac. 


_— (See New and Nonofficial Remedies 1948, 


p. 351) 
The following dosage form has been accepted: 


SCHIEFFELIN & CoMPANY, NEW York 3 


Tablets Dicumarol: 100 mg. 
Licensed by the Wisconsin Alumni Research Foundation. 


DIGITOXIN-U. S. P. (See New and Nonofficial Remedies 
1948, p. 267). 
The following dosage form has been accepted: 


Appott LABORATORIES, NortH CuHicaco, ILL. 


Solution Digitoxin: 0.2 mg. per cc., 1 cc. ampuls. 
Tablets Digitoxin: 0.1 mg. and 0.2 mg. 


SODIUM ASCORBATE INJECTION-U. S. P. (See 
New and Nonofficial Remedies 1948, p. 561). 
The following dosage form has been accepted: 


KreEMERS-URBAN COMPANY, MILWAUKEE 1 
Solution Sodium Ascorbate: 100 mg. per cc., 2 cc. ampuls. 
ASCORBIC ACID-U. S. P. (See New and Nonofficial 


Remedies 1948, p. 559). 
The following dosage form has been accepted: 


KREMERS-URBAN COMPANY, MILWAUKEE 1 
Tablets Ascorbic Acid: 100 mg. 
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PREMARITAL EXAMINATION FOR 
SYPHILIS 


Long before enactment of the first law requiring 
premarital were frequently 
asked to advise men and women in whom a diagnosis 
of syphilis had been made as to whether or not it was 
Laws have now been enacted 


examination physicians 


safe for them to marry. 
in thirty-six states requiring for issuance of a marriage 
license a clinical examination and a laboratory test for 
syphilis and certification by the examining physicians 
that the applicant for license does not have syphilis in 
a stage that is actually or potentially communicable. 

The meaning of premarital examination laws has 
sometimes been mistaken by physicians who have 
refused certification of freedom from communicable or 
potentially communicable syphilis on the basis of a 
positive blood reaction alone. The law is not intended 
to prevent permanently the marriage of persons with 
syphilis, but only to delay the marriage of those with 
communicable or potentially communicable syphilis 
until the disease has been rendered permanently non- 
infectious, 

The physician requested to perform premarital 
examinations may have two questions to answer: 
1. Does the candidate for marriage have syphilis? 2. If 
he or she does have syphilis, is the disease in a stage 
or form that is or may become communicable? There 
is no rule of thumb with which to answer these 
questions. 

The answer to the first question will usually be found 
in standard diagnostic procedures ; that is, a full history, 
a careful clinical examination and confirmed or repeated 
serologic tests for syphilis. If the results of all these 
procedures are negative, it is safe to assume that the 


candidate does not have syphilis. However, certain 


important points should be borne in mind in consider- 
ing the results of history, clinical examination and 
laboratory tests. 

A negative blood reaction for syphilis does not by 
itself rule out the possibility of syphilis. 


In fact, the 
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blood reaction may be negative in the presence of highly 
infectious syphilis, as, for example, the early stage of 
the chancre. There are many conditions other than 
syphilis which can occasionally give rise to a positive 
blood reaction. A single positive serologic reaction, 
unsupported by clinical evidence or history of syphilis, 
should not be interpreted as diagnostic of syphilis, but 
only as an indication for further investigation. 

If it is decided that the candidate for marriage has 
syphilis, then, under the requirements of the laws of 
most states, and of good practice everywhere, the phy- 
sician is obligated to form an opinion as to whether or 
not the condition is actually or potentially communi- 
cable to the proposed marital partner. 

Syphilis presenting infectious lesions is, of course, 
infectious. Early latent syphilis, if untreated, must be 
considered potentially infectious. Syphilis of at least 
five years’ duration is only rarely infectious as far 
as is known, but the duration of syphilis in a given 
patient is often difficult to ascertain and, by itself, is 
not an infallible criterion of communicability of the 
disease. Candidates with late syphilis are not likely to 
transmit the disease to a marital partner. 
poses of certification for marriage, congenital syphilis 
in a candidate may be considered noncommunicable. A 
positive reaction to a serologic test is not evidence ot 
communicability of the d’sease. The blood reaction 
may be and often is positive though the patient is 
permanently noninfectious. 

A candidate for marriage who has a “fixed positive” 
blood reaction should have a spinal fluid examination. 
If such a person is shown, by history and examination 
including spinal fluid findings, to have neurosyphilis, 
the decision whether or not he should marry is difficult 
—not because syphilis in such a case is infectious 
but because of the possibility that involvement of the 
central nervous system may bring disaster to the 
marriage. A state law that requires postponement of 
marriage of persons with communicable syphilis does 
not forbid marriage of a person having incapacitating 
and eventually fatal syphilis if, as is usully true, the 
disease in such a patient is noninfectious. 

Cases are on record in which physicians have denied 
certification because both applicants for license have 
had positive blood reactions. If both applicants already 
have syphilis, they cannot infect each other, and there- 
fore the disease is not communicable from one to the 
other, and probably should not be considered a legal 
bar to marriage. The risk in such rare cases is not 
to the marriage partner but to the offspring of the 
union. 

There is one reasonably reliable way to assure the 
noncommunicability of syphilis of whatever duration, 
and that is by adequate treatment and post-treatment 
observation. Often the main question for the physician 
to answer is, “Has this patient had sufficient treatment 
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and long enough observation so that it is safe to assume 
that the disease is permanently noninfectious ?” 

The infected candidate for marriage may have had 
more or less treatment or he may have had none. 
Such treatment as he may have had may have consisted 
of arsenicals and a bismuth compound for which stand- 
ards of adequacy are reasonably well established. If 
a candidate who had early or early latent syphilis 
has received at least one year of continuous arseno- 
bismuth treatment in adequate doses and has subse- 
quently remained clinically and serologically negative 
for at least two years, he may marry with little risk 
of infecting his partner. Post-treatment observation 
should include at least one spinal fluid examination. 
Men treated for early syphilis under the twenty-six 
wecks’ plan of the Army and Navy during the war 
may be considered safe partners if during two years of 
post-treatment observation they have remained clini- 
cally and serologically negative. Some candidates will 
have received short intensive arsenobismuth or peni- 
cilli) therapy, in which case the main considerations 
are the amount of such treatment and the subequent 
clinical and serologic history. If, after receiving by an 
intensive treatment method a minimum of 1,200 mg. of 
oxophenarsine hydrochloride or 4,800,000 units of peni- 
cillin, a person with early or early latent syphilis has 
become serologically and clinically negative and has 
remained so for two years, such'a person may marry 
without much risk of infecting the marital partner. If 
the serologic reaction remains positive two years after 
completion of treatment of whatever kind, the case 
should be carefully studied by a physician familiar with 
syphilis before the certificate necessary for issuance of 
a marriage license is given or refused. 

A candidate who has syphilis in a stage that is or 
may become communicable but who has not had treat- 
ment, or has had treatment and results less satisfactory 
than those mentioned, should ordinarily be required 
as a minimum to meet the standard suggested for early 
and early latent syphilis. 

If a woman with syphilis is permitted to marry, the 
physician has a definite responsibility to instruct her 
as to the risk to any child born of the union. The 
physician must solemnly warn such a woman to place 
herself immediately under medical supervision and 
usually under treatment for syphilis, preferably with 
penicillin, if she becomes pregnant. If she follows these 
instructions, and if medical supervision is adequate, her 
offspring will almost surely escape congenital syphilis. 

Some state laws provide that if one candidate for 
Marriage is found to have syphilis, the proposed marital 
partner must be informed of this fact, after which the 
certificate may be issued and they may marry. Even 
Where such a law does not exist some physicians, con- 
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sidering it impractical always to require two years 
delay, permit an infected person to marry immediately 
after adequate treatment provided the other party to 
the marriage fully understands the risks involved. 
The possible results of errors in judgment are so 
serious that physicians without considerable knowledge 
of syphilis may well hesitate to accept responsibility for 
permitting the marriage of a person with syphilis. 
There are to be considered so many factors, including _ 
stage and duration of the disease, age and sex of the 
candidate, amount, kind and method of treatment, all 
of which may require expert evaluation, that where 
possible consultation with a syphilologist is advised. 
If the candidate for marriage is unable to pay the fee 
for a private consultant, most state and large city health 
departments now offer to physicians on request the 
consultant services of trained syphilologists. 


NUTRITIVE VALUE OF PROTEINS 

Since the early investigations by Osborne and Men- 
del,’ proteins of different biologic origin have been 
established as widely different in nutrient value. 
Mitchell and Carman? found that whole egg proteins 
fed to weanling rats at an 8 per cent level of the diet 
had a biologic value of 93 as compared with 74 for 
pork and 67 for wheat proteins. Their indexes were 
based on percentages of nitrogen retention. From this 
was calculated the amount of tissue proteins presumably 
synthesized from the ingested food protein. Subse- 
quently Murlin * and his associates showed that these 
differences are also demonstrable in man. They found 
that in human nutrition the biologic value of whole 
egg proteins is 97 as compared with 81, 84 and 8&3 
respectively for soy bean, beefsteak and peanut proteins. 

An attempt to explain these differences was made 
by Hoagland‘ and his associates, who demonstrated 
that in young rats the average gain in body weight was 
4.28 Gm. per gram of ingested egg protein as compared 
with a gain of only 3.75 Gm. per gram of ingested 
pork proteins. They expressed the opinion that the 
superiority of egg proteins was largely due to the 
notably large amount of cystine and methionine that 
they “contained. Supplementing pork proteins with 
either of these two amino acids gave a growth-pro- 
moting value equal to that of egg proteins. 

This result suggested that the nutritive value of 
proteins is determined by their amino acid content. 
Accurate amino acid assays of protein have therefore 


1. Osborne, T. B., and Mendel, L. B.: J. Biol. Chem. 15: 311, 1913; 
20: 35, 1916. 

2. Mitchell, H. H., and Carman, G. G.: 
1924. 

3. Murlin, J. R.; Edwards, L. E., and Hawley, E. E.: J. Biol. Chem. 
156: 785, 1944. 

4. Hoagland, R., and Snider, G. G.: Food Research 11: 494, 1946. 
Hoagland, R.; Ellis, N. R.; Hawkins, O. G., and Snider, G. G.: J. 
Nutrition 34:43, 1947. 


J. Biol. Chem. 60: 613, 
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been undertaken by numerous investigators. Hess ° and 
his associates of Georgetown Medical School not only 
made accurate assays of the amino acid content of 
various egg proteins but a parallel determination of 
their growth-promoting properties. Whole egg, whole 
white and whole yolk proteins were defatted and dehy- 
drated by repeated treatments with acetone, alcohol and 
ether. The final products were analyzed for nitrogen, 
_ sulfur, cystine, cysteine, methionine, phenylalanine, 
tryptophane, threonine, methionine, histidine, lysine 
and arginine. The only essential amino acids not 
assayed were leucine, isoleucine and valine, which are 
present in such large amounts in eggs ° that it is difficult 
to imagine an inadequate amount of these amino acids 
in any of their preparations. , 

Groups of 8 or 9 weanling rats were each fed 10 
per cent of one of these proteins added to 90 per cent 
of their routine nonprotein mixture. By the end of 
two weeks the average gain in weight was calculated 
for each group of rats. This gain divided by the average 
total protein intake for the two week period gave 
the protein efficiency ratio for the selected protein. 

Thus in one group of rats fed 10 per cent commercial 
egg white the average initial weight was 49.8 Gm. 
per rat. This increased to an average of 104.1 Gm. by 
the end of two weeks, an increase of 54.4 Gm. The 
average total food intake for the two week period 
was 161.1 Gm., containing 16.1 Gm. of protein; 54 
divided by 16.1 equals 3.37, the protein efficiency ratio 
for this protein. Thus determined, the ratio was found 
to vary from 3.51 to as low as 2.33 for the seven 
protein preparations tested. 

The most important comparison was between two 
samples of whole egg proteins prepared by different 
technicians. Tested on groups of rats, sample A gave 
a protein efficiency ratio of 3.12, while sample B gave 
only a 2.33 ratio. Thus, sample A was 50 per cent 
superior to sample B in nutritive value. Analyses 
showed that within the limits of the experimental error 
the two samples were identical in amino acid content, 
except for the one amino acid, cysteine. This was 
present in normal amounts in sample A, but absent 
from sample B. Addition of 0.25 per cent cystine to 
sample B raised its nutritive value from 2.33 to 2.38. 
Here we have two protein samples, sample A (3.12) 
and cysteinized sample B (2.38), containing identical 
amounts of all known essential amino acids. Never- 
theless, sample A has a nutritive value 50 per cent 
higher than cysteinized sample B. 

From this Hess concluded that in addition to the 
amino acids, other factors play a role in the nutritive 


5. Hess, W. C.; Kramke, E. H.; Fritz, J. C., and Howard, H. W.: 
Proc. Soc. Exper. Biol. & Med. @7: 552, 1948. 
6. Mitchell, H. H., and Block, R. J.: J. Biol. Chem. 163: 599, 1946. 
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value of proteins. Whether or not these unknown egg 
protein factors are identical with Zucker’s * “zoophein” 
or with the “animal protein factor” of Bird* has 
not been determined. Casein is known to contain 
“zoopherin,” from which it can be extracted with alco- 
hol. The Bird “animal protein factor” is an essential 
factor in poultry nutrition, and is found in particularly 
high concentration in cow manure. 


Current Comment 


COMMITTEE ON MEDICAL SERVICES OF 
THE ARMED FORCES 

On January 12, Mr. Forrestal, Secretary of Defense, 
released a part of the report of the Committee on 
Medical Services of the Armed Forces, known 
as the Hawley Board, which has been studying 
these services for many months. The members of 
the committee, in addition to Gen. Paul Hawley, 
include Maj. Gen. R. W. Bliss, Surgeon General 
of the Army; Admiral Clifford A. Swanson, Surgeon 
General of the Navy; Maj. Gen. Malcolm C. Grow, 
Surgeon General of the Air Force, and Admiral 
J. T. Boone. The portion of the report thus far 
released concerns programs for hospitalization in the 
armed forces and for improvement in the utilization of 
existing hospital facilities. Much time has _ been 
given to studying the existing hospitalization The rec- 
ommendations concern the actual details of utilization 
of many Army, Navy and Air Force hospitals. Actually 
the committee makes 71 specific recommendations for 
reducing and eliminating military hospitalization in the 
United States. Many of the recommendations concern 
patients who are now transferred from dispensaries or 
station hospitals to general hospitals of their own 
service or to general hospitals of another service. Such 
transfers will minimize the number of beds required 
and, coincidentally, of course, the number of physicians 
and other trained hospital personnel necessary for the 
conduct of an adequate service. The committee recom- 
mends the retention of 11 Army and 26 Navy hospitals 
in the United States and their continued use as general 
hospitals. Many of these are on Army or Navy reser- 
vations and function also as station hospitals. Detailed 
recommendations are made for the consolidation of hos- 
pitals in Panama, Trinidad, Puerto Rico, Cuba, Ber- 
muda, Germany, Hawaii, Kwajalein, Alaska, Guam and 
Saipan. Without doubt, effective implementation of the 
recommendations of the committee will result in a great 
saving in personnel and funds without lowering in any 
way the standards of hospital care for members of the 
armed forces. 


7. Zucker, L. M., and Zucker, T. F.: Proc. Soc. Exper. Biol. « 


Med. 68 432 (July-Aug.) 1948. 
8. Rubin, M., and Bird, H. R.: J. Biol. Chem. 163: 387, 393, 1946. 
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Rural Health 


The Board of Directors of the American Farm Bureau 
Federation, a member of the Advisory Committee to the Com- 
mittee on Rural Health of the American Medical Association, 
unanimously adopted the following statement at its annual con- 
vention in Atlantic City, N. J., Dec. 16, 1948: 

The quality of American medical service is very high. 
Unfortunately, American medical service at its best reaches 
only a relatively small part of the rural areas of the country. 
The shortage of physicians, hospitals and other medical facili- 
ties in the rural areas is not due to less need for medical care 
than in cities. The primary factors which most influence 
adeyuate medical facilities and which attract physicians are 
community environment and economic opportunity. 

There is a wide gap between existing medical knowledge and 
the health practices in many rural areas. Rural people must 
first know their existing facilities and whether or not they are 
adequate. They must know the meaning of high standards in 
hosp:tal and medical care. They must be taught the advantages 
of bodgeting the costs of medical need as they do other house- 
hold expenses. They must know the significance of health 
haze ds around the farm home as they pertain to disease, 
inclu/ing the relationship between animal diseases and human 
healt. They must know what services offered by public and 
volur'ary agencies are available to them, and they must dis- 
cover their own health needs and formulate their own program. 

For this reason we heartily commend the health programs 
alrealy under way in some of our State Farm Bureaus, and 
urge other states to follow as soon as practicable. We also 
recognize promise in the long range health education program 
carried on by the Agricultural Extension Service. We urge 
the Land-Grant colleges to expand this program to the extent 
that they have an extension health education specialist on their 
staffs. 

We suggest that our State Farm Bureaus give serious con- 
sideration to the desirability and possibility of offering scholar- 
ships whereby physicians, surgeons, dentists'and nurses will be 
encouraged to establish themselves in rural areas. We believe 
the problem of improved health can best be met by the volun- 
tary organizations of cooperative health associations which will 
encourage people to take advantage of the services available 
for any medical or dental care which they may require. 

We stand ready to cooperate with the Rural Health Com- 
mittee of the American Medical Association and other groups 
in providing better voluntary medical care for rural people. We 
urge the continued interest and cooperation of the states in 
cancer, tuberculosis, venereal disease, poliomyelitis, crippled 
children, heart and rheumatic fever programs. We also endorse 
the American Red Cross National Blood Program and recom- 
mend active participation by our Farm Bureau members. We 
favor voluntary plans providing medical, health, dental and 
hospital insurance. We urge that facilities of medical schools 
be expanded, and every effort be made otherwise to train more 
physicians, surgeons, dentists, nurses, technicians and general 
Practitioners and public health doctors. We recommend the 
full cooperation of rural people with our established health 
units and existing health programs, including immunization, 
clinics, nutrition courses and home nursing. We believe greater 
emphasis should be given to preventive medicine. We suggest 

tin the states where permissive legislation for the creation 
of public health units does not exist, state farm bureaus secure 

enactment of such legislation. 

We favor reasonable appropriations for grants-in-aid to states 
for maternal and child health programs, and also to assist states 
m the expansion of needed public services and facilities. To the 
extent federal grants are needed by way of assistance, such 
8rants should be made to states on the basis of need, with 
State governments responsible for the allocation and administra- 
tion of these funds. 


The American Farm Bureau Federation has consistently 
supported the Hill-Burton Hospital Construction Act, and we 
will support the continuation of this Act and appropriations 
necessary to achieve the objectives of the law. The American 
Farm Bureau Federation urges the state farm bureaus to co- 
operate in the administration of the Act in their respective 
states. In the administration of the Act, agriculture must have 
adequate representation on national and state advisory councils. 


Washington Letter 


(From a Special Correspondent) 


Jan. 24, 1949, 


Hawley Board Report Coincides With Successor’s 
-First Meeting 

The first meeting of the new Armed Forces Medical Advisory 
Committee was held January 11-12, coincident with the release 
by Secretary of Defense Forrestal of the most comprehensive 
report yet submitted by the Hawley Board. The latter, known 
officially as the Committee on Medical and Hospital Services 
of the Armed Forces, is due to be dissolved in the near future 
and its functions assumed by the new advisory group, whose 
chairman is Charles Proctor Cooper of New York. At its 
first session, held in the Pentagon, the myriad problems’ con- 
fronting the military medical departments—man power, con- 
solidation of facilities, postgraduate education and others—were 
discussed but no action was taken. A _ subcommittee was 
appointed to draw up plans for organization and procedures 
and report to the committee’s next meeting, scheduled for 
February 24-25. Its members are Maj. Gen. Raymond W. 
Bliss, Army Surgeon General; Drs. M. C. Pincoffs and Edward 
D. Churchill, and Mr. Cooper, committee chairman. 

The Hawley Board report proposes closing of three large 
general hospitals (two Army and one Navy); recommends 
joint staffing by Army and Navy personnel of all hospitals 
that are used in common by members of the armed forces; 
urges joint utilization of civilian consultants and specialists ; 
favors consolidation and common use of specialty treatment and 
rehabilitation centers, as in neuropsychiatry and tuberculosis, 
and looks askance at utilization of civilian, nonmilitary institu- 
tions for hospitalization of service men. 

General hospitals suggested for closing are McCornack Gen- 
eral at Pasadena, Calif., and the 22nd (Army) General, Guam, 
where adequate naval facilities are available, and the naval hos- 
pital at Honolulu, whose patient load would be absorbed by 
the Army’s new Tripler General Hospital. Three other Army 
general hospitals would be reduced to station hospital status: 
183rd at Anchorage, Alaska; Fort Totten, on Long Island, and 
Tilton, at Camp Dix, N. J. In addition, the Hawley Board 
urged reduction of forty-eight smaller station type medical 
facilities to the status of dispensaries (giving outpatient care 
only). Secretary Forrestal, in making the 75 page report public, 
emphasized that it has not yet been approved or reviewed by 
him. He added that “the character of the recommendations 
clearly indicates that important progress is being made toward 
effective coordination of the military medical services.” 


Rules Liberalized on Immigration of Refugee 
Physicians 

The Displaced Persons Commission has modified certain regu- 
lations on admittance into the United States of “DP’s” who are 
licensed physicians, following receipt of numerous letters pro- 
testing that it is difficult for the sponsoring organization to 
state exactly where the prospective immigrant will reside or be 
professionally engaged. 

Henceforth, recognized voluntary and public agencies and 
institutions, when submitting assurances in behalf of displaced 
persons who are licensed physicians, will not be required to 
specify where the subject will live or the place where he will 
work. The sponsoring agency is obliged to report to the Com- 
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mission every six months with reference to the physician's 
resettlement; that is, where he is residing and whether he is 
practicing his profession. The new type of blanket assurance 
will be accepted only from recognized voluntary and public 
agencies. Individual sponsors of displaced physicians are still 
required to furnish the more specific assurances. 

According to a statistical study which will be included in the 
Displaced Persons Commission's report to Congress in early 
February, only 2 per cent of the first 19,500 assurances received 
were in behalf of professional men and women in medical, public 
health and allied fields, physicians, dentists and nurses chiefly. 
The ratio was even less with respect to semiprofessional persons 
in the same field. 


Medical Legislation 


STATE LEGISLATION 


Idahd 


Bill Introduced...H. 20, to amend the workmen's compensation act, 
proposes to authorize the industrial accident board to order an examina- 
tion of the injured employee by a qualified physician selected either by 
the employee or by the board at the expense of the parties or as a 
charge against the Industrial adminstration fund. 


Illinois 


Bill Introduced... S. 11 proposes the establishment of an Illinois State 
Cancer Hospital for the care and treatment of persons afflicted with 
cancer and an appropriation of $5,000,000 for the construction, operation, 
maintenance and equipping of such hospital. 


Maryland 


Bills Introduced.—H. 5 proposes to require physicians, hospitals, nurses, 
etc., to report to the sheriff or state police the treatment of any person 
for an injury or for an act of violence under circumstances not presently 
known, giving the person's name and address, a description of the injury 
and any other facts concerning the affair which might assist in the 
detection of crime. 8S. 15 proposes the creation of a Commission on Alco- 
holism to establish and supervise clinics throughout the state for the 
treatment of persons afflicted with alcoholism and especially with chronic 
alcoholism. 8S. 16 proposes the creation of an anatomy board to have 
charge of the distribution of certain dead bodies which come under its 
control. Such bodies shall be used only for the promotion of the medical 
sciences. S, 23 proposes regulations for the licensing of mental hospitals 
throughout the state. 

Michigan 

Bills Itntroduced.._H. 1 proposes the creation of a division of profes- 
sional and vocational licensing to have the powers and duties formerly 
devolved upon, among others, the Board of Examiners of Basic Sci- 
ences, the Board of Chiropractic Examiners, the Board of Registration 
in Medicine and the State Board of Osteopathic Registration and Exam- 
ination. S. 12 proposes the creation of a new department to be known 
as the department of labor and industrial relations and, among other 
things, creates a workmen's compensation and an unemployment com- 
pensation appeal board. 

Minnesota 


Bill Introduced.—H. 22 proposes certain amendments to the law 
requiring physicians to report to the state board of health the names 
of persons placed under their care for the treatment of tuberculosis. 


Montana 


Bill Introduced...H. 9 proposes the enactment of a Montana Unem- 
ployment Compensation Disability Law to compensate in part for the 
wage loss sustained by individuals unemployed because of sickness or 


injury. 
Nebraska 


Bill Enacted.—- Legislative Resolution 2, passed January 10, memorializes 
the Congress of the United States to refrain from imposing upon the 
citizens of the nation any form of compulsory insurance or any system 
of medical care designed for national bureaucratic control. 


New York 


Bills Introduced.—A. 49, to amend the education law relating to the 
issuance of certificates to ophthalmic dispensers, proposes to authorize 
the granting of such certificates without examination to persons who 
have been continuously conducting their own business in which they 
are engaged in ophthalmic dispensing for at least fifteen years. A. 92 
and 8. 64 propose to make it unlawful for any public or semipublic 
hospital, supported wholly or partly by public funds, to refuse to per- 
mit any physician or surgeon duly licensed by the state to diagnose, 
treat or operate on any patient in such hospital or to refuse admission 
to any hospital of any patient who has been recommended to be sent 
to or who has been sent to any such hospital by any such licensed 
physician or surgeon. A. 136 proposes an appropriation of $2,500,000 
to defray the cost of research in the cause and cure of cancer. A. 276 
proposes an appropriation of the sum of $2,000,000 toward the cost of 
milk and lunches furnished to children in the elementary and secondary 
public schools of the siate. S. 1 proposes the enactment of a disabil- 


ity compensation law. S. 52 and A. 88, to amend the law relating to 
the medical examiner of Westchester County, propose to authorize the 
appointment of a pathologist-medical examiner to have charge of a 
newly created department of laboratories and research. The pathologist- 
medical examiner shall be a pathologist and microscopist experienced in 
his profession and shall meet such minimum qualifications of profes- 
sional and administrative education and experience as may be required 
by the public health council of the state of New York. S. 94 proposes 
to authorize the use of the injunctive process in the enforcement of the 


medical practice act. 
Oklahoma 


Bill Introduced.__H. 54, to amend the hospital licensing law, proposes 
to exempt therefrom any place maintained primarily for the purpose of 
providing a home or place to live for indigent aged persons. 


Rhede Island 


Bills Introduced. H. 507 proposes to authorize the appointment of a 
chief medical examiner to perform all autopsies and act as state pathol- 
ogist. Such person would be required to be a doctor of medicine, quali- 
fied in pathology, with at least one year of medico-legal training. The 
medical examiner would, under the proposal make examinations on the 
bodies of such persons only as appear to have met their death from vio- 
lence, or suddenly when in apparent good health, or when unattended by 
a physician or in any suspicious or unnatural matter or as the result of 
an abortion or suspected abortion. H. 513 proposes the enactment of a 
Rhode Island Cash Sickness Compensation Act. This appears to be a 
complete revision of the law enacted in 1942. 


Tennessee 


Bill Introduced.—H. 182 proposes to authorize the granting of divorces 
on the ground of incurable insanity. The insanity must be certified by 
three physicians who are well recognized authorities on mental diseases, 
one of whom is the superintendent of the institution in which the insane 
party is committed and the other two of whom are appointed by the 
court before whom the action is pending. 


Utah 


Bills Introduced.—_H. 11, to amend the law relating to physical exam- 
inations of employees, proposes that an employer shall not require any 
employee or person applying for employment to submit to or obtain a 
physical examination unless the employer pays all costs and expenses 
incident thereto. S. Res. 1 proposes a Senate resolution memorializing 
the Congress of the United States to defeat any legislation introduced in 
Congress which provides for socialized medicine or national compulsory 
health insurance and which will result in a destruction of private initia- 
tive and free enterprise system in this country. 8S. 30 proposes ihe crea- 
tion of a state board on alcoholism to cooperate with the Utah State 
Committee for Education on Alcoholism and to provide educational mate- 
rial such as visual aids, educational bulletins, etc., in the conduct of 
the educational program of such committee. S. 51, to amend the law 
relating to a definition of the practice of optometry, would include within 
such definition the prescription or adaptation of contact lenses, visual 
training and orthoptics. S. 56, to amend the law relating to the dupli- 
cation of ophthalmic lenses, proposes to make it unlawful for any person 
other than the registered optometrist to accept or offer to accept for pur- 
poses of duplication any ophthalmic lens ordinarily used by the human 
eye for corrective purposes. S. 57 proposes to require any agency of the 
state, county or municipality to aecept the services of optometrists regis- 
tered in the state for the purposes of diagnosing and correcting any and 
all visual, muscular, neurologic and anatomic “neuralics” of the human 
eye and their appendages of any persons under the jurisdiction of such 
agency or governmental unit. 


Coming Medical Meetings 


Annual Congress on Medical Education and Licensure, Chicago, Palmer 
House, Feb. 7-8. Dr. Donald G. Anderson, 535 N. Dearborn St. 
Chicago 10, Secretary. 

National Conference on Rural Health, Chicago, Palmer House, Feb. 45. 
Dr. F. S. Crockett, 535 N. Dearborn St., Chicago 10, Chairman. 


Alaska Territorial Medical Association, Juneau, March 3-5. Dr. William 
P. Blanton, Box 2569, Juneau, Secretary. 

American Academy of General Practice, Cincinnati, Netherlands Plaza 
Hotel, March 7-9. Mr. Mac F. Cahal, 231 W. 47th St., Kansas City, 
Mo., Executive Secretary. 

American Otorhinologic Society for the Advancement of Plastic and 
Reconstructive Surgery, New York, Hotel Waldorf-Astoria, March 4. 
Dr. Norman N. Smith, 291 Whitney Ave., New Haven 11, Conn. 
Secretary. 

Central Surgical Association, Cleveland, Hotel Cleveland, February 18- 
19. Dr. Walter G. Maddock, 250 E. Superior St., Chicago 11, 
Secretary. 

Chicago Medical Society Annual Clinical Conference, Chicago, Palmer 
House, March 1-4. Dr. H. Kenneth Scatliff, 30 N. Michigan Ave. 
Chicago 2, Secretary. : 

Dallas Southern Clinical Society, Dallas, Texas, March 1417. Miss 
Thelma Webb, 1133 Medical Arts Bldg., Dallas, Executive Secretary. 

National Conference on Medical Service, Chicago, Palmer House, Febru- 
ary 6. Dr. John §. Bouslog, 1612 Tremont Place, Denver Colo. 
Secretary. ‘ae 

New Orleans Graduate Medical Assembly, New Orleans, Municipal Audi- 
torium, March 7-10. Dr. W. D. Beacham, 1430 Tulane Ave. New 
Orleans, Secretary. 
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GOVERNMENT SERVICES 


ARMY 


CIVILIAN CONSULTANTS PROGRAM TO 
BE CONTINUED 


The Surgeon General has announced that the Army Medical 
Department will continue the civilian consultants program 
during 1949. The program, which consists of sending teams of 
civilian specialists each month to Army and Navy hospitals in 
Europe, the Far East and the Panama Canal Zone, has been 
so successful that it may be retained as a permanent part of 
the Medical Department’s operations. The consultants are 
chosen through the efforts of the Society of Medical Consultants 
of World War II, subject to approval by the Surgeon General. 
Each consultant must have outstanding abilities as a teacher, be 
certified by the specialty board in his field and preferably have 
had military service as medical officer. Three teams of con- 
sultants will leave the United States in January. The following 
European team will spend most of its time in Germany: Dr. 
William J. Stewart, associate professor of orthopedic surgery, 
University of Missouri Medical School, Columbia, and Dr. 
J. Gardner Hopkins, professor of dermatology, College of 
Physicians and Surgeons, New York. 

The team going to the Far East Command will spend two 
days at Tripler General Hospital, Hawaiian Islands. After 
visiting the hospitals in Japan, the team will divide in order 
to have at least one member visit each Medical Department 
installation in the Philippine Islands, Guam, Okinawa and 
Korea. 

In Panama, the team will conduct clinics at Gorgas General 
Hospital and at other Army and Navy hospitals. 

The other teams are composed of the following physicians: 

Far Kast Command: Dr. I. William Nachlas, assistant pro- 
fessor of orthopedic surgery, Baltimore; Dr. Irving Rush, 
associate professor of otorhinology, Temple University Medical 
School, Philadelphia, and Dr. Frederick W. Fitz, assistant pro- 
fessor of medicine, Northwestern University School of Medi- 
cine, Chicago. 

Canal Zone: Dr. Donald A. Miller, practice of surgery, 
Warren, Ohio; Dr. Derrick Vail, professor of ophthalmology, 
Northwestern University School of Medicine, Chicago, and 
Dr. Harry Most, director, postgraduate course in tropical medi- 
New York University-Bellevue Medical Center, New 

fork. 


THE ARMY’S EDUCATIONAL PROGRAM 


This program operates under the policy guidance of a com- 
mittee of eleven civilian educators and two representatives from 
each of the educational divisions of the three military services. 
The Army's education program centers in the United States 
Armed Forces Institute (USAFI), which is located in Madison, 
Wis. The Institute provides the services with correspondence 
courses, self study courses, group study materials, subject tests, 
end of course tests, G. E. D. tests, lesson service and guidance. 
It also provides the serviceman’s home town school with detailed 
records of his accomplishments and recommends the credit to 
be allowed. This program is currently recognized in forty-six 
States and the District of Columbia. The armed forces do not 
award credits, diplomas or degrees. 

Brigadier General C. T. Lanham, Assistant to the Chief of 
Staff, in an address before the National Council for Social 
Studies in Chicago November 25, said that more than 50,000 
men are now regularly attending these classes which are con- 
ducted on off-duty hours by part time instructors from neighbor- 
mg educational institutions. The overseas educational centers 
are staffed by full time instructors from the United States, and 
the educational programs run the full spectrum from literacy 
training through graduate study. 

In maintaining this program after the war, General Lanham 
said, “Thousands of men who had enlisted in the Army to escape 
from school have been encouraged to resume their studies and 
have gone on to win their high school diplomas and begin 


college-level work. These are matters of great moment to the 
Army and of great significance to our country. It would be 
unfortunate, indeed, if this program were ever abandoned, for, 
in point of fact, dollar for dollar our educational program pro- 
vides our country with one of the most profitable investments 
it can make in its Armed Forces. It provides us with an alert 
soldiery; it pays rich dividends in terms of prestige for the 
man in uniform; it is one of the primary inducements in attract- 
ing high quality volunteers; and, it represents a permanent 
social gain to the Republic. The doors of the Army are open 
and a clean, invigorating wind is blowing away the cobwebs of 
a narrow and fruitless traditionalism. The good start that has 
been made cannot be continued without the interest, understand- 
ing and support of the American people.” 


ADDITIONAL CONSULTANTS TO MEDICAL 
DEPARTMENT 
The following civilian physicians had been added to the con- 


eo list of the Army Medical Department as of November 


Name and Residence Hospital Specialty 

Dorothy Goetze Army-Navy General Dermatolo, i- 
Hot Springs, Ark. Hospital lology param 

Carroll F. Shukers Army-Navy General Pathology 
Little Rock, Ark. Hospital 

Herbert Davenport Jr. Brooke Army Medical Pathology 
Houston, Texas Center 

Robert K. Brown Fitzsimmons General Surgery 
Denver Hospital 

Madigan General Hospital Gastroenterology 
eattle 

Buford L. O’Neal Oliver General Hospital Otolaryngology 
Atlanta, Ga 

J. Warren White Oliver General Hospital Surgery 
Norfolk, Va. 

Laurence M. Wiig Tripler General Hospital Surgery 
Honolulu, Hawaii 

Harry H. Shapiro Army Medical Center Anatomy 
Boston 

Walter R. Graham Station Hospital, Fort Otolaryngology 
Columbia, S. C. Jackson, S. C. 

Charles J. Lemmon Jr. Station Hospital, Fort Surgery 
Columbia, S. C. Jac y ¥~ 

Harvey M. Richey Station Hospital, Camp Surgery 

aco, Texas Hood, Texas 


Station Hospital, Camp Internal medicine ~ 


Stephen L. Johnson 
Breckinridge, Ky. 


Evansville, Ind. 


Fred M. Anderson Sierra Ordnance Depot, Surgery 
Reno, Nev. Herlong, Calif. : 

Sol Z. Draznin Air Force Hospital, Fort Radiology 
Cheyenne, Wyo. Francis E. Warren, 

yo. 

Lloyd Brown Air Force Hospital, Dow Surgery 
Bangor, Maine Air Force Base, Maine 

Philip J. Kunderman I Army Area Surgery 


New Brunswick, N. J 


John R. McCain III Army Area Obstetrics and gyne- 
Atlanta, Ga. cology 

Jules M. Key VI Army Area Dermatology and syphi- 
San Francisco lology 

Arturo L. Carrion Medical Consultants Dermatology 
San Juan, P. R. Division 

J. Gardner Hopkins Medical Consultants Dermatology and syphi- 

ew Yor Division lology ap 

Henry M. Winans Medical Consultants Internal medicine 
Dallas, Texas Division 

J. Steward Rodman Education and Training Surgery 
Philadelphia ivision 

Stanhope Bayne-Jones Historical Division, Army History of medical de- 
New York Medical Library artment in World 


ar II 
Preventive medicine 


CERTIFIED BY BOARDS 


The following medical corps officers have recently been cer- 
tified by American Boards of their medical specialties : Colonels 
Samuel L. Cooke, otolaryngology; Frank Y. Leaver, diagnostic 
roentgenology, roentgen therapy and radium therapy; Henry S. 
Murphey, otolaryngology, and Paul O. Wells, radiology; Lieu- 
tenant Colonels Lester O. Crago, internal medicine; Robert J. 
Hoagland, internal medicine, and Byron E. Pollock, internal 
medicine, and Major Alfred A. Hellams, psychiatry. 
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GRADUATE MEDICAL TRAINING PROGRAM 


The following lieutenants (jg) in the Regular Navy Medical 
Corps have been nominated for their first duty to courses of 
instruction under the Navy's Medical Graduate Training Pro- 
gram: Edward F. Burkhart of Harlan, Ky., to continue as a 
resident in dermatology and syphilology at St. Mary’s Group 
of Hospitals of St. Louis University; John B. Caire of New 
Orleans to a residency in obstetrics and gynecology at the 
Naval Hospital, Long Beach, Calif.; William J. Champion of 
Philadelphia to a residency in general surgery at the Naval 
Hospital, Naval Medical Center, Bethesda, Md.; Winfield D. 
Edgerton of Poplar Bluff, Mo., to a residency in obstetrics 
and gynecology at the Naval Hospital, Chelsea, Mass.; Samuel 
M. Fox III of Germantown, Pa., to continue instruction in a 
fellowship in internal medicine with emphasis on gastroenter- 
ology at the Hospital of the University of Pennsylvania, Phila- 
delphia; Kenneth A. Parmelee of Stratford, Conn., to continue 
instruction in a residency in radiology at Bridgeport Hospital, 
Bridgeport, Conn.; Maxwell G. .Potter of Syracuse, N. Y., to 
continue instruction in a residency in psychiatry at Philadelphia 
General Hospital; Anthony P Prezyna of Lackawanna, N. Y., 
to a residency in pathology at the Naval Hospital, Naval Medi- 
cal Center, Bethesda, Md.; James H. Stewart of New Orleans 
to continue instruction as resident in pathology at Touro Infir- 
mary, New Orleans, and Sam D. Waldrop of Tuscaloosa, Ala., 
to a residency in general surgery at the Naval Hospital, Naval 
Medical Center, Bethesda, Md. 


POSTGRADUATE INSTRUCTION 


The following Naval medical officers have been nominated 
for postgraduate instruction as indicated: Comdr. Edward J. 
Jaruszewski, M.C., to a fellowship in internal medicine at 
Western Reserve University, Cleveland; Lieut. Comdr. Charles 
N. Scott, M.C.R., of Smithfield, W. Va., to instruction at the 
School of Aviation Medicine and Research, Pensacola, Fla.; 
Lieut. George C. Calderwood, M.C., of Roxbury, Mass., to a 
residency in obstetrics and gynecology at the Naval Hospital, 
Chelsea, Mass.; Lieutenants (jg) Maurice N. Johnson, M.C.R., 
of Minneapolis, to instruction at the School of Aviation Medicine 
and Research, Pensacola, Fla.; Myron E. Samuelson, M.C.R., 
of Genoa, Neb., to a residency in surgery at the Naval Hospital, 
San Diego, Calif., and Henry Santina, M.C.R., of San Francisco 
to instruction at the School of Aviation Medicine and Research, 
Pensacola, Fla. 


La 
Jan. 29, 1949 


FIRST ACTIVE DUTY AS INTERNS 


The following lieutenants (jg) in the medical corps reserve 
have reported for their first active duty as interns in the civilian 
institutions indicated, and on completion of their internships 
will serve in naval medical facilities : 


Name 
Alexander, Merrill J. 


Annesley, William H., Jr. 


Behrhorst, Carroll D. H. 
Bowden, Ben W. 


Cotthoff, John E. 


Critz, George T. 
Evans, James H., Jr. 


Farrell, Gerald J., Jr. 


Foerster, Harry R., Jr. 


Grice, Paul F. 
Guill, Russell E. 
Hill, Billy J. 


Hoffman, Gilvert M. 
Horn, Pau! L., Jr. 


Keeler, Clifford E. 


Kircher, Robert W. 
Krouse, Theodore B. 
Maddox, Stephen G., Jr. 


Monahan, Thomas J., Jr. 
Montgomery, Donald 


Nelson, Robert A. 
O'Malley, Keven B. 


Parsons, David W. 
Philp, David R. 
Schmitthenner, Jerry E. 
Scott, Alfred W., Jr. 
Spence, David L. 


Swartz, Curtis H. 
Wilson, Theodore W. 
Zucca, John L., Jr. 


PUBLIC HEALTH SERVICE 


INFLUENZA EPIDEMIC IN EUROPE 


Surgeon General Scheele states that the present epidemic of 
influenza in Europe is mild, causing few deaths, and that so far 
there is no indication that it may spread to the United States. 
The Public Health Service and the medical departments of the 
Army, Navy and Air Force are in constant touch with the situa- 
tion through the Influenza Information Center (see Tue Jour- 
NAL, Jan. 8, page 108) at the National Institutes of Health. 
Influenza authorities in Europe cabled as of January 13 that 
the European epidemic had spread from Italy to Austria, France, 
Belgium and the Netherlands, with another focus in Czecho- 
slovakia. The Director of the World Influenza Center in 
London, Dr. C. H. Andrewes, reported on that date that, while 
influenza virus B had been isolated in Italy, there was no cer- 
tainty that this virus was the chief culprit, and that it had not 
yet been determined whether the viruses causing the outbreaks 
in Europe are similar to those in existing vaccine. Dr. Pierre 


Lepine of the Pasteur Institute in Paris cabled that one half 
of the influenza cases tested in Paris were caused by a type A 
virus, the other half by an unrelated virus strain or strains not 
yet identified. The influenza vaccine now commercially available 
includes three strains of virus, a type A virus known as PR-8, 
the Lee virus, which is a type B virus, and the FM-1 virus, 
which is an A virus. 


Residence 
Urbana, Ill. 


Philadelphia 


Brazilton, Kan. 
Munday, Texas 


Portland, Ore. 


Cincinnati 
New Holland, Pa. 


Corona, N. Y. 
Hartland, Wis. 


Mulberry, Ind. 
Kerrville, Texas 
St. Paul, Neb. 


Allentown, Pa. 


Winston-Salem, N.C. 


Jackson, Mich. 


Norwalk, Conn. 
Philadelphia 
Fort Worth, Texas 


Roslindale, Mass. 
Bexley, Ohio 


Tulsa, Okla. 
Cynwyd, Pa. 


Louisville, Ky. 
Mankato, Minn. 
Chambersburg, Pa. 
Athens, Ga. 
Pittsburgh 


Akron, Pa. 
Marshall, Minn. 


San Francisco 


Institution 


Cook County Hospital, 
Chicago 

Lankenau Hospital, 
Philadelphia 

St. Louis City Hospital 

Shreveport Charity Hospi- 
tal, Shreveport, La. 

John Gaston Hospital, 
Memphis, Tenn. 

Christ Hospital, Cincinnati 

Lancaster General Hospi- 
tal, Lancaster, Pa. 

Bridgeport Hospital, 
Bridgeport, Conn. 

Germantown Dispensa 
and Hospital, Phi 


phia 
Hurley Hospital, 
Flint, Mich. 
Santa Rosa Hospital, 
San Antonio, Texas 
King County Hospital, 
Seattle 
Alle: town Genera! Hospital 
Charity Hospital of Loui- 
siana, New Orleans 
San Diego County General 
Hospital, San Diego, 
Calif. 
Bellevue Hospital, 
New York 
Philadelphia General Hos 
pital 
Baylor University Hospi- 
tal, Dallas, Texas 
Boston City Hospital 
Deaconess Hospital, 
Cincinnati 
Ancker Hospital, St. Paul 
Huron Road Hospital, 
East Cleveland, Ohio 
Presbyterian Hospital, 


Chicago 

Northwestern Hospital, 
Minneapolis 

Lankenau Hospital, 
Philadelphia 

Philadelphia General Hos- 
pital 

Germantown Dispensary 
and Hospital, Philadel 
phia 

Lancaster General Hospi- 
tal, Lancaster, Pa. 

Minneapolis General Hos- 
pital 

Mary’s Help Hospital, 
San Francisco 


The Influenza Information Center at Bethesda, Md., has 
requested all state and local health offices and local communicable 
disease control offices to report promptly every local outbreak 
of influenza in this country so that the Influenza Information 
Center may alert diagnostic laboratories in the region affected, 
asking them to make serologic tests for the presence of antt- 


body against the influenza virus. 


Certain laboratories would 


also be asked to assign investigators to the affected community. 
Fifty-six diagnostic laboratories are participating in this part of 


the program. 


STUDY OF ENVIRONMENT IN CANCER 


A research project to study the role of environment in cancer 
will be set up at Georgetown University Medical School, Wash- 
ington, D. C., with funds provided by the National Cancer 
Institute. The financial aid to Georgetown will be for converting 


two large classrooms at the medical school into mod 
tory units. Facilities of the medical school will be us 


ern labora- 
ed, but the 


work will be carried out by scientists of the National Cancer 
Institute. Dr. Wilhelm Hueper of the Institute will be in charge. 


Among environmental factors to be studi 
used by modern industry. State health offici 


ed are the substances 
als will also be asked 


to make occupational cancer studies to aid in the project. 
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Medical News 


(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


COLORADO 


Lectures in Psychosomatic Medicine.—A lectureship on 
psychosomatic medicine: sponsored by the University of Colorado 
Schow! of Medicine, Denver, is to be given at the university 
February 7-11. The guest lecturer is Dr. Douglas D. Bond, 
professor of psychiatry, Western Reserve University School of 
Medicine, Cleveland. All physicians licensed to practice medi- 
cine and who are members of county medical societies are invited 
to attend. A detailed program may be obtained from Dr. 
Frank'in G. Ebaugh, Department of Psychiatry, University of 
Color..to School of Medicine, Denver. 


CONNECTICUT 


First Typhoid Case in Seven Years.—The first diagnosed 
case o' typhoid in New Haven in seven years occurred Novem- 
ber 5 and resulted fatally November 16. This was the first 
record | death from typhoid in the state for 1948. An investi- 
gation »roved that the victim had eaten clams which had been 
dug frm a posted area along the shore af New Haven harbor. 
None .{ the other guests at the dinner party where the clams 
were rved were affected. 

Yale Alumni in Public Health.—Yale alumni now active 
in pub c health work are planning to establish an organiza- 
tion t. be known as Yale Alumni in Public Health, which 
will as. st in formulating teaching plans, facilitate the exchange 
of idea and promote improved professional standards. At the 
organi’ tion meeting held during the recent convention of the 
Americ. Public Health Association in Boston, more than 
one hu dred and fifty public health graduates, faculty and 
former iaculty members heard the proposed constitution for 
the ney. group. 


Chanze in Board Membership.—Dr. Thomas P. Murdock, 
chairman of the: governing council of the Connecticut State 
Medical Society, has resigned as a member of the Connecticut 
Medical Examining Board and Dr. John H. Bumstead, New 
Haven, « graduate of Johns Hopkins University School of Medi- 
cine, Baltimore, 1923, has been appointed to fill the vacancy. 
Dr. Murdock had been a member of the Examining Board con- 
tinuously for more than seventeen years, and served as its presi- 
dent since January 1948. Dr. Bumstead’s appointment to the 
board was effective January 1 for a term of five years. He has 
practiced medicine in Connecticut since 1930. 


FLORIDA 


Personal.—Roland B. Mitchell, Ph.D., has resigned as 
director of laboratories for the Florida State Board of Health 
to become head of the department of bacteriology at the School 
of Aviation Medicine, Randolph Field, Texas. 


State Health Department Report.—Dr. Wilson T. Sowder, 
Florida state health officer, in making his yearly report listed 
the following advances for 1948. Approximately 21 per cent or 

04 of the adult population were given roentgen examinations 
during the mass survey conducted in thirty-four counties. It is 
planned to survey 20 per cent of the population during 1949. 
Since a statewide stream pollution survey showed that a vast 
Wrtion of streams and lakes were becoming dumping grounds 
for Florida wastes, plans were made for sewage treatment plants 
at the Universities of Miami and of Florida, Silver Springs, 
Milton, Lakewood subdivision and Jacksonville. Construction 


's under way on plants in three other cities, another three are 


ready to construct and several are being surveyed. 


GEORGIA 


Course in Allergy.—The American Academy of Allergy in 
‘ooperation with the University of Georgia School of Medicine 
® Augusta will sponsor an orientation course in allergy from 

ch 7 through March 11 at the university. This course is 
wder the direction of Dr. Leo H. Criep, Pittsburgh, assisted by 
other fellows of the American Academy of Allergy and a dis- 
tetished faculty. Enrolment is open to any one interested, and 
=n is $50. Applications should be addressed to the Execu- 
if Office cS the Academy, 208 East Wisconsin Avenue, 
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Special Society Meeting.—The annual meeting of the 
Georgia Society of Ophthalmology and Otolaryngology will be 
held in the General Oglethorpe Hotel in Savannah on March 
4-5. The program is as follows: 

Paul A. Chandler, Boston, Glaucoma Management. 

Jack S. Guyton, Baltimore, Cataract Management. 

Oscar C. E. Hansen-Pruss, Durham, N. C., Allergy of the Upper 

Respiratory Tract. 

Marvin F. Jones, New York, Management of Ear Problems in Children 

and an Otological Survey. oe 

Ralph O. Rychener, Memphis, External Eye Diseases and Dacrocystitis. 

Fletcher D. Woodward, Charlottesville, Va., Problems in Laryngology. 


ILLINOIS 


Personal.—Dr. Frank L. Rector of Evanston has been 
awarded the Navy Cross Medal for his service as medical 
officer with an infantry battalion in the Saipan and the Tinian 
engagements in the recent war. The award was made Decem- 
ber 24 at the Swan Island Naval Base, Portland, Ore. The 
previously awarded Silver Star Medal (THe JourNnat, May 12, 
1945, page 136) was recalled by the Navy and in its place the 
Navy Cross Medal was awarded. 


Extend X-Ray Survey.—The Tuberculosis Institute of Chi- 
cago and Cook County and the Municipal Tuberculosis Sana- 
torium are planning to give roentgen examinations to 350,000 
persons in Chicago and Cook County in 1949. The two groups 
examined over 300,000 in the Chicago area last year. The 
program has already begun with surveys being made in three 
large Chicago area industries. Workers were allowed time off 
from their jobs to be examined in the mobile units. 


Chicago 
The Bacon Lecture.—The Charles Sumner Bacon Lecture 
will be delivered at the University of Illinois February 23 at 
1 p. m. by Dr. Edwin C. Hamblen, Durham, N. C., on “Post- 
pubescent Amenorrhea.” 


Heart Association Meeting.—The Chicago Heart Associa- 
tion Clinical Section will hold a joint meeting with Presbyterian 
Hospital and the University of Illinois February 18 in Room 221 
of the university's medical school from 10 a. m. to 12:15 p. m. 
Physicians are welcome. 


Diabetes Sixth Cause of Death.—Diabetes ranked as the 
sixth cause of death in Chicago up to Dec. 6, 1948, according to 
the Chicago Health Department. .On that date 1,132 deaths due 
to diabetes had been reported, a slight decrease from the 1,145 
total for a corresponding period in 1947. The diabetes death 
rate for the year was computed as 33.3 deaths per 100,000 popu- 
— ze against 33.7 per 100,000 population for the same period 
in 


Annual Cancer Symposium.—The second annual Cancer 
Symposium for Chicago Doctors will be held January 26 through 
April 8 from 9 a. m. to 4:30 p. m., sponsored by the Chicago 
Medical Society, the faculties and staffs of participating medical 
schools and hospitals and the Illinois Division of the American 
Cancer Society. The first meeting was held at Northwestern 
University Medical School January 26. The second meeting will 
be held February 16 at Mercy Hospital with Loyola University 
Medical School participating. On March 16 meetings will be 
‘held in the amphitheater, Sarah Morris Children’s Hospital of 
Michael Reese Hospital. The fourth series of lectures will be 
given April 6 at the University of Illinois College of Medicine, 
and the last of the symposium lectures will be delivered in the 
morning of April 8 at the University of Chicago Medical School. 


Fifth Annual Clinical Conference.—The fifth annual Clini- 
cal Conference of the Chicago Medical Society will be held at 
a House March 1-4. The fee is $5. The program is 
as follows: 


John W. Harris, Madison, Wis., Bleeding in the Last Trimester of 


regnancy. 
Robert L. Jackson, Iowa City, Treatment of Rheumatic Fever and 
Prevention of Recurrences. 
Walter P. Blount, Milwaukee, Fractures in Children Are Different. 
Charles B. Huggins, Chicago, Diagnosis of Testicular Tumors. 
Wendell G. Scott, St. Louis, Diagnosis of Congenital Heart Disease by 
Angiography and Aortography. 
William L, Benedict, Rochester, Minn., Ocular Manifestations in Sys- 
temic Diseases. _ 
Roscoe L. Sensenich, South Bend, Ind., Dangers to the Public in 
Socialized Medicine. 
Walter C. Alvarez, Rochester, Minn., Puzzling Functional Syndromes. 
Paul C. Bucy, Chicago, Fractures of the Skull. 
— H. Sloan, Chicago, Causes of Low Back Pain in the Older 
‘atient. 
Bernard J. Alpers, gs The Sciatica Problem. 
= Meyer, Madison, Wis., Recent Developments in Anticoagulant 
erapy. 
Marion A. Blankenhorn, Cincinnati, Treatment of Pneumococcal Pneu- 
monia with Single Daily Dose of Penicillin. 
tles T. Stone, Galveston, Tex., Infectious Hepatitis. 
M. Lewis, New York, Recent Advances in Dermatologic 


Therapy. 
Everett 1 Evens, Richmond, Va., Fluid and Electrolyte Requirements 
in Surgery. 
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Willis J. Potts, Chicago, Diagnosis and Surgical Treatment of Patent 
Ductus Arteriosus. 

Albert C. Furstenberg, Ann Arbor, Mich., Antibiotics in the Treat- 
ment of Diseases of the Ears, Nose and Throat. 

Thomas E. Jones, Cleveland, Carcinoma of the Colon. 

Henry W. Woltman, Rochester, Minn., Influence of Arteriosclerosis 
on the Central Nervous System. 
Leo G. Rigler, Minneapolis, Minn., Roentgen Diagnosis of Carcinoma 
of the Lung. 
John L. Emmett, 
Retention. 

William D. Stroud, Philadelphia, Coronary Thrombosis. 

William A. Altemeier, Cincinnati, Chemotherapy in Surgery. 

Archibald D. Campbell, Montreal, Canada, Damaged Birth Canal and 
Its Repair. 

James L. Poppen, Boston, Intracranial Aneurysms. 

Louis R. Limarzi, Chicago, Thrombocytopenic Purpura. 

Arthur A. Schaefer, Milwaukee, Surgical Problems in Pediatrics, 

Ray Farquharson, Toronto, Canada, Diagnosis and Treatment of Com- 
mon Anemias. 

Barney Brooks, Nashville, Tenn., Surgery in the Aged. 


Rochester, Minn., Surgical Treatment of Urinary 


Harry M. Weber, Rochester, Minn., Diagnosis of Early Intestinal 
Cancer. 

aahene W. Keeton, Chicago, Objectives in the Treatment of Diabetes 
Mellitus. 


James J. Callahan, Chicago, Fractures of the Hip. 
Edmund F. Foley, Chicago, Diagnosis and Treatment of Early Pul- 
monary Tuberculosis. 


IOWA 


Business Men Honor Physician.—The Alta Chamber of 
Commerce feted Dr. John W. Morrison, who had practiced 
medicine in that city since 1904, at an anniversary party in 
December attended by several hundred friends. A watch was 
presented to Dr. Morrison and a gift of over $2,500, which will 
be used to purchase equipment for the new Alta Memorial Hos- 
pital, which Dr. Morrison has been promoting. 

Information Wanted on Early Schools.—Any person hav- 
ing first hand information regarding some of the early schools 
of medicine in Iowa is asked to communicate with Dr, John T. 
McClintock, Room 259, Medical Building, lowa City, for the 
purpose of completing information on the history of medical 
education in the state. Information is sought on the following 
schools particularly: King Eclectic Medical College of Des 
Moines for the period 1880 to 1886; Iowa Eclectic Medical Col- 
lege about the same time; Council Bluffs Medical School, 1893 
to 1895; a proposed school at Colfax in 1886, and the proposed 
W. F. Peck School at Davenport, 1896. 


MAINE 


Mt. Desert Island Laboratory.—The Mt. Desert Island 
Biological Laboratory, Salisbury Cove, Maine, is offering its 
facilities for research in the study of biology for the season of 
1949. The recent fire caused no damage to the laboratory. 
There is also a newly equipped laboratory for the study of prob- 
lems in tissue growth under the supervision of Philip R. White, 
Ph.D., to whom individuals should address their inquiries at the 
Institute for Cancer Research, Girard and Corinthian Avenues, 
Philadelphia 30. In memory of Ulric Dahlgren, long one of the 
guiding spirits of the laboratory, a gift has been received for the 
establishment of research fellowships. The number and value 
of the fellowships cannot be stated now, but will be sufficient 
substantially to defray some of the expenses. Mature investi- 
gators will receive first consideration. Inquiries, except those 
noted, should be addressed to Dr. J. Wendell Burger, director 
of Trinity College, Hartford 6. 


MARYLAND 


Personal.—Dr. F. Kenneth Albrecht, Baltimore, has resigned 
as medical editor of the Williams and Wilkins Company, Balti- 
more, and has been appointed director of the Division of Tuber- 
culosis Control, Kansas State Board of Health, Topeka, Kan. 

Dr. Pfund Dies.—August H. Pfund, Ph.D., professor emeri- 
tus of physics, Johns Hopkins University, Baltimore, and an 
authority on physical optics and infra-red rays, died in Balti- 
more, January Hl aged 69. He was a recipient in 1939 of the 
Frederic E. Ives medal of the Optical Society of America. 


MICHIGAN 


Dr. Clark Appointed Emeritus Professor.—Dr. Harry L. 
Clark, after nearly forty years’ association with Wayne Univer- 
sity, has been appointed emeritus professor of bacteriology and 
clinical pathology. He joined the faculty in 1919 and has held 
the rank of professor of bacteriology and clinical pathology 
since 1922. 

Case-Finding Survey at County Fairs.—Mobile chest 
x-ray units of the Michigan Department of Health, conducting 
a case finding survey in twenty-seven county fairs last summer 
and fall discovered 693 cases of suspected active or healed 
tuberculosis. Among the 42,324 persons given roentgen exami- 


nations, 1 suspect case was found for every 61 persons examined. 
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In 1947 a total of 43,670 persons was examined roentgenologi- 
cally at twenty-three fairs, revealing 418 cases of suspected 
tuberculosis, or an average of 1 case for every 104 persons 
examined. The 1948 fair survey found 1,879 chest abnormalities, 
but additional follow-up showed that about two thirds of these 
were due to causes other than tuberculosis. 


MISSOURI 


Personal.—Dr. J. Earl Smith, St. Louis, has been appointed 
St. Louis City Health Commissioner to fill the vacancy created 
by the death of Dr. Joseph F. Bredeck on Oct. 4, 1948. He is 
a graduate of St. Louis University School of Medicine. 


Annual Barnard Lecture.—The annual Barnard Lecture js 
to be given at the St. Louis Medical Society Auditorium in St. 
Louis, February 1 by Dr. Herbert F. Traut, professor of obstet- 
rics and gynecology at the University of California Medical 
School, Berkeley-San Francisco. The title of the lecture will 
be “Cytological Diagnosis of Cancer as It Applies to the Female 
Genital and Pulmonary Tracts.” 


NEW JERSEY 


Joins Foundation Staff.—Dr. Robert J. Neville of Teaneck, 
N. J., will join the medical staff of the National Foundation 
for Infantile Paralysis on February 15. From 1936 to 1942 he 
was a member of the orthopedic service of the New York Post- 
graduate Hospital, and also served from 1938 to 1942 as 
instructor in orthopedic surgery at New York Post-Graduate 
Medical School, Columbia University. During the succeeding 
five years Dr. Neville was a staff member of New Yor Ortho- 
paedic Dispensary and Hospital. He is also a member of the 
orthopedic staff of Bergen Pines Hospital, Bergen County, 
Oradell, N. J., which specializes in the treatment of acute and 
chronic poliomyelitis cases. 


NEW YORK 


Newspaper Articles on Medical Practice.—As a 
means of keeping readers informed on Nassau County medi- 
cine and establishing a better understanding of medical prob- 
lems, the Public Relations Committee of the Nassau County 
Medical Society is sponsoring a series of articles in the local 
press. These articles appear under the name of the chairman 
of the Public Relations Committee. 


Postgraduate Instruction—The Medical Society of the 
State of New York in cooperation with the New York State 
Department of Health has arranged a postgraduate lecture 
for the Glens Falls Academy of Medicine on March 17 at 
8:30 p. m. at the Glens Falls Library. Dr. Bradley L. 
Coley, New York, will speak on “Diagnosis and Treatment 
of Bone Tumors.” The Schenectady County Medical Society 
on February 1 at 8:30 p. m., meeting in the Eastern New York 
Orthopedic Hospital in Schenectady, will hear Dr. Cushman D. 
Haagensen, New York, speak on “Cancer of the Breast.” 


New York City 


Society Elections—The Brooklyn Dermatological Society 
has chosen as officers for 1948 and 1949 Dr. Ernest A. Gauvain, 
president, and Dr Samuel I. Greenberg, secretary-treasurer. 
—At the December meeting of the Brooklyn Urological 
Society, Dr. Lawrence L. Lavalle was elected president and 
Dr. Mark Fishberg secretary-treasurer. 


The Largest Postgraduate Enrolment.—The annual 
meeting of the Joint Committee of Postgraduate Education of 
the Long Island College of Medicine and the Medical Society 
of the County of Kings was held January 4 in Brooklyn. Dur- 
ing the last calendar year, sixty-four courses were given 
were attended by 1,094 doctors, the largest enrolment ever 
recorded by the committee since it began its postgraduate 
courses in 1923. 

Tuberculosis Conference.—A clinical session on chronic 

monary diseases has been planned for the Tuberculosis 

torium Conference of Metropolitan New York February 
9, at 8:15 p. m. at the Cornell University Medical College 
Amphitheater. Dr. John N. Hayes, New York, will 
on “The Present Status of Pneumothorax,” Dr. Robert 
Mitchell, Trudeau, on “The Present Status of Phrenic Nerve 
Interruption in the Treatment of Pulmonary Tuberculosis 
and Dr. Ralph E. Moyer on “The Value of Pneumoperitoneum 
in the Treatment of Pulmonary Tuberculosis.” 


Dr. Kogel Named Commissioner of Hospitals.—Dr. 
Marcus D. Kogel, general medical superintendent of = 
department of hospitals, has been named commissioner u 
hospitals effective February 1, succeeding Dr. Edward M. 
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Bernecker, recently resigned. Dr. Kogel is a graduate of the 
New York Homeopathic Medical College and Flower Hospi- 
tal, 1927, and served in the Medical Corps of the U. S. Army 
through 1929 and 1930. He became deputy medical superin- 
tendent of Cumberland Hospital, then medical superintendent 
of the hospital and of the Brooklyn Cancer Institute. He 
was the first medical superintendent of Queens General Hos- 
pital in Jamaica in 1935. He assumed his present position of 
general medical superintendent in the department of hospitals 
in October 1946, 


Eight Millions for Postgraduate Education.—A gift 
“in excess of $8,000,000” from the Samuel H. Kress Founda- 
tion has been made to the New York University-Bellevue Medi- 
cal Center. Terms of the grant stipulate that it is to be 
devoted to the development at the center of a program of post- 
graduate medical education which will be national and world- 
wide in its scope and which will require a decade to work out 
on a constructive basis. About $4,000,000 will be made avail- 
able as capital funds for the construction of postgraduate 
facilities in the new buildings, and a second $4,000,000 will be 
earmarked as a support for a program of postgraduate medical 
teaching by outstanding practicing physicians and surgeons. 
The gift follows by less than two months the announcement 
by the university’ of the formation of a new postgraduate 
medical school into which has been incorporated the program 
and properties of the New York Postgraduate Medical School 
and Hospital (Tue Journat, Dec. 11, 1948, p. 1105). 


NORTH CAROLINA 


Typhoid Cases Increase.—The North Carolina State 
Board of Health reports that for the first time since 1935 
there was an increase in the number of typhoid cases reported 
in the state, the total for 1948 having been 62 as compared 
with 48 in 1947. Infantile paralysis cases numbered 2,518 
during 1948 as compared with 300 in 1947. Diphtheria cases 
were at an all time low with 519 during 1948 as compared 
og = during 1947. Previous low was 590 cases reported 
ior 1946. 


Medical and Surgical Symposium.—The sixth annual 
Medical and Surgical Symposium of Watts Hospital, Durham, 
will be held February 16-17 in the Carolina Theater. The 
program is as follows: 

Paul D. White, Boston, The National Heart Institute and the National 

Advisory Council. 

Priscilla White, Boston, Management of the More Difficult Cases of 

Diabetes Complicating Pregnancy. 

Henry T. Ricketts, Chicago, Modern Trends in Diabetes. 

William Dameshek, Boston, The Spleen and Hypersplenism. 

H. Houston Merritt, New York, Experimental Approach to the Treat- 

ment of Convulsive Disorders. 

Rudolph A. Bartholomew, Atlanta, Ga., The Implications of Vascular 

Disease in Pregnancy. 

- R. Butt, Rochester, Minn., Evaluation of Current Tests for Liver 

unction, 


Charles L. Short, Boston, Diagnosis of Rheumatoid Arthritis. 
Chester M. Jones, Boston, Nutritional Disturbances Associated with 
Anastomotic Surgery of the Gastro-Intestinal Tract. 

Robert E. Gross, Boston, Treatment of Coarctation of the Aorta. 

The program Wednesday night will be a panel discussion 
on cardiovascular disease under the chairmanship of Dr. 
White, with William B. Porter, Richmond, Va.; Edward S. 
Orgain, Durham, N. C.; Edwin S. Wood Jr., Charlottesville, 
Va.; Dr. Gross and Elexious T. Bell, Minneapolis, taking 


Part. 
OHIO 


Toledo Bureaus Merged.—Toledo has established a city 
Bureau of Preventative Medicine, merging communicable dis- 
tase work with venereal disease control. The move was neces- 
sary from the standpoint of economy and the fact that the state 
of Ohio, after the first of the year, planned to abandon its 
venereal disease control work in Toledo. Dr. Cornelius J. A. 
Paule of the state department was to be named head of the 
combined bureau. 


Cerebral Palsy Center.—A cerebral palsy center is to 
opened next fall in the Speech Building now under con- 
struction at Bowling Green (Ohio) State University. It is 
to be a cooperative project of the university and the Ohio 
Society for Crippled Children. The’ university will provide 
Supervisory personnel, quarters, maintenance and use of test- 
ing and recording equipment now on hand. The Ohio society 
will provide funds for a speech, physical and occupational 
py and such special equipment as may be needed. It has 
allocated $15,000 a year for a three year period from its James 
- Pardee Fund for special service projects, and will also pro- 
vide medical and other professional consultants as needed 
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and special postgraduate training in cerebral palsy for thera- 
ists who will be on the center's staff. Dr. Winthrop M. 
helps, Baltimore, Md., will become consultant to the center 
through the Ohio society. 


TEXAS 


Society News.—The Waco Pediatrics Society was organized 
in September, with Dr. Margil C. Carlisle as president and Dr. 
F. William Hoehn as secretary. The ultimate aim of the organi- 
zation is reported to be the construction of a children’s hospital 
in Waco. 

University Appointment.—Dr. Marshall H. Brucer, 
recently appointed director of the Biology Division of the 
Oak Ridge (Tenn.) Cancer Research Laboratory under the 
auspices of the Atomic Energy Commission, has been appointed 
visiting professor of physiology at the University of Texas 
Medical Branch, Galveston. This appointment has been made 
in order to enable Dr. Brucer to supervise the completion of 
research undertaken at the Medical Branch before his appoint- 
ment to the Oak Ridge Laboratories. 


Free Cerebral Palsy Treatment.—The Dallas Society for 
Crippled Children is operating a cerebral palsy treatment center 
for children at no cost to their families. The medical staff is 
composed of twelve doctors whose service is free of charge. The 
doctors also give courses for parents and a series of fifteen lec- 
tures which explain the cause of cerebral palsy and treatment. 
Operating funds come from the sale of Easter Seals, the Dallas 
Junior League and miscellaneous donations. Three nurses’ 
training schools in Dallas, the Southwestern Medical College 
and Southern Methodist University Medical Department send 
their students to the center to work. 


WASHINGTON 


Bainbridge Island Honors Physician.—More than 400 
residents of Bainbridge Island turned out recently at Winslow 
to pay tribute to Dr. Frank L. Shepard. The Bainbridge 
Chamber of Commerce sponsored the affair in tribute to Dr. 
Shepard’s service to island residents since his arrival in 1911. 
More than 75 friends and representatives of island groups 
met at dinner in the town hall. Later the party moved to the 
Bainbridge High School, where a larger group attended the 


ceremonies. 
WISCONSIN 


Personals.—The degree Doctor Honoris Causa was awarded 
by the National University of San Marcos in Lima, Peru, to 
Dr. Arthur L. Tatum, professor of pharmacology at the Uni- 
versity of Wisconsin Medical School, last September. While in 
Peru, Dr. Tatum lectured at the medical school——-Dr. M. G. 
Peterman, Milwaukee, has been elected state chairman of the 
American Academy of Pediatrics. 


Organize Public Health Association.—Formal organi- 
zation of the Wisconsin Association for Public Health took 
place December 21 in Madison. Among the officers elected 
were Dr. William D. Stovall, State Board of Health, Madi- 
son, president, and Bruce Dimmit, Green Bay sanitary engi- 
ner, secretary-treasurer. The association will differ from the 
Wisconsin Public Health Council in that the dominant mem- 
bership will be professional workers in the field rather than 
lay members. 


The Carey Lecture.—Dr. Helen B. Taussig, Baltimore, 
will be the guest speaker at the second annual Eben J. 
Carey Memorial lectureship February 9 at 4 p. m. in the 
Marquette University School of Medicine Auditorium in Mil- 
waukee. After the lecture a dinner will be held in Dr. Taus- 
sig’s honor. The lecture is sponsored by the Alpha Lambda 
chapter of Phi Delta Epsilon fraternity in honor of the late 
dean of Marquette University School of Medicine. 


WYOMING 


Tuberculosis Registry.—The Central Tuberculosis Regis- 
try of the Wyoming State Department of Public Health began 
operating January 1. The registry will aid in getting informa- 
tion back to physicians in the state and serve as a means of 
keeping accurate statistics on tuberculosis. Further information 
may be obtained from the Tuberculosis Control Division, 


Cheyenne. 
ALASKA 


Eskimos Given BCG Vaccine.—Vaccinations for the 
control of tuberculosis have been completed at Point Barrow, 
Alaska, where 600 Eskimos was examined and 250 received 
antituberculosis vaccine from a physician attached to the Bureau 
of Indian Affairs, according to the New York Times. Similar 
a ae been conducted in Southeastern Alaska, Sitka and 

rangell. 


HAWAII 


Panel on Pneumatology.—The Society for the Preven- 
tion of Asphyxial Death, Inc., conducted a panel on pneu- 
matology at the Mabel Smyth Auditorium, Honolulu, T. H., 
January 11. Cooperating agencies were the medical corps 
of the U. S. Army and Navy, and the U. S. Public Health 
Service. Dr. Maurice L. Brodsky, U.S. Public Health Service, 
Honolulu, spoke on “The Asphyxial Hazard in Tuberculosis 
and in Other Respiratory and Circulatory Conditions,” and 
Commander Walter Welham of the Pacific Fleet spoke on 
“Submersion in the Navy During World War II.” The 
second part of the program was devoted to resuscitation, with 
Colonel Harold H. Twitchell of the Tripler General Hos- 
pital, Honolulu, and Paluel J. Flagg as the speakers. 


GENERAL 


Change Date of Surgical Congress.—The dates for the 
Southeastern Surgical Congress have been changed from Janu- 
ary 24-27 to May 23-26, according to the secretary, Dr. Benjamin 
T. Beasley. 

Create Board of Thoracic Surgery.—The Board of 
Thoracic Surgery was established as an affiliate of the Ameri- 
can Board of Surgery, Inc., on Oct. 2, 1948 at a meeting in 
Detroit. Information regarding the requirements of this board 
may be obtained by writing William M. Tuttle, M.D., secretary- 
treasurer, 1151 Taylor Avenue, Detroit 2. 

Panamerican Medico-Social Congress.—The Panamerican 
Medico-Social Congress, postponed from December 3-10, will 
be held in Lima, Peru, February 20-26. For the program 
agenda see Tue JourNnat, Oct. 23, 1948, page 603. Those plan- 
ning to attend may obtain information from Gilberto Morey 
Sotomayor, Secretary, Second Panamerican Medico-Social Con- 
gress, Asociacion Medica Peruana Villalta 218, Apartado 926, 
Lima, Peru. 

Society Election.—The Society of American Bacteriolo- 
gists selected the following officers for 1949: Dr. William 
McD. Hammon, San Francisco, president, and Dr. John E. 
Blair, New York, secretary-treasurer. The annual meeting of 
the society will be held May 16-20 in Cincinnati———The Ameri- 
can Academy of Dermatology and Syphilology, meeting in 
Chicago in December, chose Dr. Francis E. Senear, Chicago, 
as president and Dr. Louis A. Brunsting, Rochester, Minn., as 
secretary. 

Health Check-Ups in Industry.—A survey recently re- 
leased by the National Industrial Conference Board, shows 
that 16.5 per cent of the 333 establishments surveyed require 
that executives undergo periodic physical examination. Medical 
directors were found in more than 50 per cent and assistant 
medical directors in 13.5 per cent of the companies. Dentists 
are found in 41 organizations, x-ray technicians in 50 com- 
panies, medical laboratory technicians in 46 and physical ther- 
apists in 22. Eighty-three companies employ first-aid attendants 
and 20, practical nurses. 

Color Film on Cancer.—A color motion picture, “Can- 
cer: The Problem of Early Diagnosis,” designed to educate 
the general practitioner in the treatment of cancer, has been 
produced jointly by the American Cancer Society and the 
National Cancer Institute. Five other half hour films, each 
dealing with a specific site of cancer, will be offered during 
the next two years to doctors throughout the country. Actual 
operations are followed by cameras placed directly over the 
surgeons’ hands: Family physicians are shown examining 
patients in their own offices; charts indicate the course of 
metastasis of unchecked cancer. In regard to availability of 
the film, see Motion Picture Review in this issue, page 328. 

Awards in Endocrinology.—The Association for the 
Study of Internal Secretions will give three awards for 
meritorious work in endocrinology at its annual meeting June 
3-4 in Atlantic City, N. J. A committee of five members 
will choose recipients nominated by members of the associa- 
tion. All nominations, accompanied by a statement of the 
importance of the nominee’s contribution to endocrinology and 
a bibliography of his most important papers, should be sent to 
the secretary, Dr. Henry H. Turner, 1200 North Walker Street, 
Oklahoma City 3 not later than March 15. The awards are 
the E. R. Squibb and Sons Award of $1,000, the Ciba Award 
of $1,200 and the Ayerst, McKenna and Harrison Fellowship. 


Meeting on Blindness.—The National Society for the 
Prevention of Blindness will hold a three day national con- 
ference March 16-18 at the Hotel New Yorker in New York. 
The theme of the mecting will be “The Battle Against Blind- 
ness—the Next 40 Years,” and the following subjects will be 
discussed: eye problems in middle life, the eyes of children 


320 MEDICAL NEWS Tan. 29.1945 


and young adults, vision in industry, medical advances in 
sight conservation and glaucoma—a community problem. 
Persons directly or indirectly concerned with eye health and 
safety will find this conference of interest. Details may be 
obtained by writing to the society at 1790 Broadway, New 
York 19, 

Communicable Diseases.—The U. S. Public Health Service 
reports that, for the week ending January 1, 1 case of smallpox 
was reported in each of the following states: North Dakota, 
South Dakota, Nebraska and Montana; 1 case of anthrax was 
reported in California; 1 case of Rocky Mountain spotted fever 
in Georgia, and 46 cases of tularemia in the country as a whole. 
The cumulative figures for fifty-two weeks ending January 1 
indicate that the incidence of poliomyelitis during the recent 
epidemic was’ higher in South Dakota than in any other state, 
followed in order by North Carolina, Nebraska, California, 
Minnesota and lowa. The number of cases of influenza reported 
by state health officers for the week ending January 1 was not 
unusually high in any part of the country. The reporte: inci- 
dence of scarlet fever remained low, although the total number 
of cases for the week (1,935) was higher than the number for 
the corresponding week of the previous year (1,668); however, 
it was below the median figure for the previous five years (2,211). 

National Cancer Conference.—The first annual National 
Cancer Conference, sponsored jointly by the American Can- 
cer Society and the National Cancer Institute of the U. S. 
Public Health Service, will be held at the Hotel Peabody, 
Memphis, Tenn., February 25-27. The program will open 
with a discussion of fundamental biologic problems of growth 
with Clarence C. Little, Se.D., Bar Harbor, Me., acting as 
moderator. The program up to the Friday afternoon session 
is made up of round table discussions of cancer according to 
site, type and frequency, and administration of grants, pro- 
fessional education technics and cancer services and _facili- 
ties. At the general meeting Friday afternoon summaries 
of panel discussions will be presented by the moderators 
of each panel, and Dr. Morris K. Barrett, National Advisory 
Cancer Council, Bethesda, Md., will give a summary of the 
Proceedings of the National Gastric Conference in San Fran- 
cisco, December 13-14. All sessions will be open to physicians 
who may desire to audit the proceedings. 

WHO to Administer International Prizes.—The assets 
of the Léon Bernard Foundation, which periodically awards 
an international prize for practical results obtained in social 
medicine, have been turned over to the World Health Organi- 
zation to be administered by the director-general. Selection 
of the recipient of the prize will be among the duties of the 
Expert Committee on Social Medicine, which is to be appointed 
by the Health Assembly. The International Malariology Prize 
awarded by the Darling Foundation to the author of an original 
study on the pathology or prophylaxis of malaria will hence- 
forth be administered by the World Health Organization. The 
Expert Committee on Malaria will recommend a candidate for 
the medal and prize. The Léon Bernard Foundation was estab- 
lished in 1937 by international subscription to perpetuate the 
memory of Professor Léon Bernard, a member of the Health 
Committee of the League of Nations. The Darling Foundation 
was created by prize funds in 1945 in memory of Dr. S. T 
Darling, who was accidentally killed during a study mission 
of the League of Nations Ma!aria Commission. 

Yale Summer School of Alcohol Studies.—The summer 
school of Alcohol Studies, conducted annually since 1943 by 
the Laboratory of Applied Physiology of Yale University, 
will hold two separate but equivalent sessions this year. 


Western session will be held from June 6-29 on the campus | 


of Trinity University at San Antonio, Texas, and an Eastern 
session will be held at Yale University in New Haven, Conn, 
July 8 to August 5. The curriculum, consisting of lectures, 
seminars and demonstrations, deals with the medical, psycho- 
logic, physiologic, psychiatric, sociologic, economic, legal, re- 
ligious, educational and therapeutic aspects of alcohol problems. 
During the second half of each session the curriculum 1s 
divided into two parts for the professional groups conce 
particularly with the educational or the therapeutic aspects 
of alcoholism. The summer school is under the directorship 
of Elvin M. Jellinek, Sc.D. The lecturers, mainly from ¢ 
faculties of Yale University and Texas Christian University, 
Fort Worth, include authorities who have done original te- 
search in their fields as well as representatives of other natio 
institutions of education, research, treatment or rehabilitation. 
Applications for admission to the Western session will 
received up to April 1 and for the Eastern session up to 
April 15. Application blanks for either session may be obta F 
by writing to the executive Secretary, Summer School © 
Alcohol Studies. Yale University, New Haven, : 


- 
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Review of Soviet Medicine Suspends Publication.— 
The American Review of Soviet Medicine, which has served 
during the last five years to link medical workers in Soviet 
Russia with others in the world, has suspended publication. 
The announcement was made in an editorial by Dr. Henry E 
Sigerist, consultant editor of the Review. Dr. Sigerist said, 
“For five years we have endeavored to establish an exchange 
of medical information in a free spirit between two great 
countries . . . . We did the best we could during and after 
the war under continuously difficult circumstances. Much to 
our regret we are unable to [carry on the publication of the 
Revicw| for reasons which are so obvious we need not elaborate 
on them.” The American-Soviet Medical Society, publisher 
of the Review, will “carry on and will continue to keep its 
members informed about medical developments in the U.S.S.R. 
by issuing mimeographed reports whenever there is an oppor- 
tunity.” Dr. Sigerist says that the society library will continue 
to function at the New York Academy of Medicine and that it 
is hoped the society will some day be able to resume its full 
program of activities, including the publication of the Review. 
The eview’s board of editors included such physicians as 
Drs leo M. Davidoff, New York; John F. Fulton, New 
Have; Bela Schick, New York; Stuart Mudd, Haverford, Pa.; 
Abra! am Stone, New York; Joseph Wortis, New York; Jacob 
Hein in, New York, and Selman A. Waksman, Ph.D., Clifton, 
N. J 


Rheumatic Fever Council—At the meeting of the 
Amer'-an Council on Rheumatic Fever December 3 in New 
York City, the following officers were elected for 1949: Dr. 
Rusti McIntosh, New York, chairman; Mr. Lawrence Linck, 
Chicaso, vice chairman; Dr. Ann G. Kuttner, New York, sec- 
retary and Dr. George M. Wheatley, New York, treasurer. 
The « uncil, which is part of the American Heart Association, 
appoi.ed the following committees and chairmen: Research 
Study Committee, Dr. Kuttner; Committee on Community 
Rheur tic Fever Programs, Dr. Wheatley; Committee on 
Stand. ds and Criteria for Rheumatic Fever and Rheumatic 
Heart |disease, Dr. David D. Rutstein, New York; Membership 
Regul: :ons Committee, Dr. Harold M. Marvin, New Haven, 
Conn., and Committee on Education and Training, chairman 
to be .ppointed. The American Council on Rheumatic Fever 
was created in 1944 to correlate the interests of various 
volunt.y health organizations concerned with rheumatic fever 
and rheumatic ‘heart disease and to coordinate these efforts 
with similar activities in the government field. The council 
was established under the certificate of incorporation of the 
American Heart Association, and there is interlocking member- 
ship in the governing bodies of the council and the association. 
The organizations belonging to the council include: American 
Academy of Pediatrics, American Association of Medical Social 
Workers, American College of Physicians, American Heart 
Association, American Hospital Association, American Medical 
Association, American Nurses Association, American Public 
Health Association, American Rheumatism Association, Ameri- 
can School Health Association, National Organization for Pub- 
lic Health Nursing and National Society for Crippled Children 
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Medical Society of Aix-les-Bains.—The meeting of the 
Medical Society of Aix-les-Bains to be held May 29 will be 
concerned chiefly with the study of ankylosing spondylarthritis 
to be presented by Dr. J. Forestier. For further information 
address Dr. G. du Lac, general secretary of the Medical Society, 
Rue de Liege, Aix-les-Bains, France. 

Festival to Commemorate Science and Art of Healing.— 

opening service of the Canterbury Festival of 1949 on June 
25 will be the Commemoration of the Science and Art of Heal- 
ing. Doctors and scientists from the United States who are in 
England are invited to attend. The commemoration service will 
include the medical and nursing professions and also organiza- 
tions concerned with medical science and research. The Festival 
is held each year in Canterbury and a special service of a com- 
Memorative nature is planned for its opening. 


Medical School Destroyed by Fire.—The School of 
edicine of the University of Chile was recently virtually 
destroyed by fire. The library of the school, comprising 50,000 
Volumes, of which about 40 per cent was saved, had just been 
reorganized by Edward Heiliger of the Rockefeller Founda- 
tion after two years’ work, The journals published before 1940 
40 per cent of those published after 1939 were saved. The 
extensive bibliographic material in the Institute of Biology and 
im the Institute of Microbiology was destroyed. The U. S. 
tmy Medical Library is planning to supply from duplicate 
Stocks some of the books and journals needed in the recon- 
Sttuction of the Chilean collections. 


International Congress of Biochemistry.—The first 
International Congress of Biochemistry is to be held in Cam- 
bridge, England, August 19-25. The congress is being organized 
in eleven sections for reading of papers and for discussions on 
Animal Nutrition and General Metabolism, Microbiological 
Chemistry, Enzymes and Tissue Metabolism, Proteins, Clinical 
Biochemistry, Structure and Synthesis of Biologically Important 
Substances, Cytochemistry, Biological Pigments, Hormones and 
Steroids, Chemotherapy and Immunochemistry, and Plant Bio- 
chemistry. There will also be congress lectures and visits to 
research institutes and laboratories. The fee is 2 pounds sterling, 
to be sent to Francis J. Griffin, honorary organizer, 56 Victoria 
Street, London, S.W.1. 


Cyprus to Wipe Out Malaria.—<After a two year battle 
to wipe out malaria the Island of Cyprus is nearly free of 
the disease, according to the New York Times. In 1945 
40 per cent of all school children suffered from malaria; in 
1948 the rate had been reduced to 1.3 per cent. Only 3 new 
cases were discovered during 1948. The Cyprus health 
authorities sprayed the entire island and incoming aircraft 
with DDT (dichloro-diphenyltrichloroethane) at a total cost 
to date equivalent to $800,000. The island was divided into 
squares of 3 to 8 square miles, and a weekly report is turned 
in on every small square. Its topography is so difficult that men 
have had to be lowered over cliffs to get at some streams and 
pools; other pools could be reached only by small boats along 
the coast. Every infant has his blood examined periodically for 
malaria parasites, as do all school children. The entire campaign 
is expected to be completed in 1949 well within the original 
budget of $1,200,000. 


Deaths in Foreign Countries 
Dr. Karl Bonhoeffer, who was professor of psychiatry at 
Berlin University from 1912 to 1938, died in Berlin December 4, 
aged 80. Last May he was made an honorary member of the 
American Psychiatric Association. 


CORRECTION 


Inter-American Congress on Brucellosis.—The title of 
the paper presented by Dr. Leo Lowbeer of Tulsa, Okla., before 
the Inter-American Congress on Brucellosis at the meeting in 
Buenos Aires in November was “Pathology of Brucellotic 
Osteomyelitis in Man and Animal” and not “The Pathology of 
Swine Brucellosis,” as stated in THe JourNAL, January 15, 
page 167. 


Marriages 


Wituiam Oris Battey Jr., Washington, D. C., to Miss 
Frances Claire Wisnewski of Kingston, Pa., in South Hadley, 
Mass., December 17. 

Artuur D. Work, Rutland, Vt., to Miss Florence E. 
Schwartzberg of Woodmere, L. I., N. Y., November 25. 

Joun Ricuarp Sosnowsk1, Charleston, S. C., to Miss Eliza- 
beth Wright Tyson in Baltimore, December 11. 

James SLATER Murpuy, New York, to Miss Margaretta 
Large Fitler of Philadelphia, December 11. 

Georce F. Parton Jr., Bronxville, N. Y., to Miss Phyllis 
Burdett in Swampscott, Mass., November 27. 

LawreNce STANLEY Bopziner, New Orleans, to Miss Dena 
Yaschik of Charleston, S. C., November 14. 

Ricuarp Howe Hart, Chicago, to Miss Louise Ann Threl- 
keld of Maplewood, N. J., November 26. 

Harotp Repp Jr., Lexington, Ky., to Miss Phyllis Virginia 
Anderson at Oglésby, Ill., November 16. 

Kennetu Rorert NiIswANveER to Miss Marjorie R 
Fowler, both of Buffalo, December 20. 4 

GeMMA MarGAret LICHTENSTEIN to Mr. Homer Rigdon 
Rizner, both of Chicago, December 10. 

Witson Greene Jr., Sumter, S. C., to Miss Anne Porcher 
Gregorie of Charleston, December 18. 

Hurst Bunn Hatcu, Raleigh, N. C., to Miss Frances Gail 
Buchtel in New Orleans, December 3. 

Erwin Oskar Hirscu, Boston, to Miss Emily Grant Stanley 
in Orange, N. J., November 27 

James Francis Morrett to Miss Joan Marie Vaughan, both 
of Brooklyn, November 13. 

ArtHuR Mutter, Brooklyn, to Miss Hope Ruth Simon of 
New York, December 5. 
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Arthur Many Johnson, Rochester, N. Y.; born in Bingham- 
ton, N. Y., Nov. 4, 1874; Albany (N. Y.) Medical College, 
1895; member of the American Medical Association and of 
the American Public Health Association; coroner's physician 
from 1902 to 1904; part time health physician from 1905 to 
1921 and deputy health officer from 1921 to 1925, when he 
became full time deputy health officer; health officer from 1932 
to 1945; served during World War I; part time lecturer in 
medicine (public health) at the University of Rochester School 
of Medicine and Dentistry, where he was consultant in public 
health from 1932 to 1938; in 1943 the Rochester Academy of 
Medicine presented him its highest award, the Albert D. 
Kaiser Medal, for “outstanding service to the medical pro- 
fession”; member of the board of visitors of the Rochester 
State Hospital; on the consulting staff of Strong Memorial 
Hospital, where he died November 30, aged 74, of carcinoma 
of the lung. 

Herbert Charles Gibner ® Colonel, U. S. Army, retired, 
San Francisco; born in Bridgeport, Conn., Oct. 9, 1879; Yale 
University School of Medicine, New Haven, 1903; Army 
Medical School, 1905; Army War College, 1924; fellow of 
the American College of Surgeons; entered the medical corps 
of the U. S. Army as a first lieutenant in 1905; promoted 
through the various ranks to that of colonel; served during 
World War 1; retired Jan. 13, 1943; formerly commandant 
of the Army Specialized Training Unit of the University of 
California Medical School and commandant of the U. S. Army 
Medical Field Service School at Carlisle, Pa.; in 1945 received 
the Legion of Merit for outstanding service while Seventh 
Service Command surgeon; died in the Letterman General 
Hospital, November 13, aged 69, of carcinoma of the ampulla 
of Vater with generalized carcinomatosis. 

Earl Kendall Holt, Medfield, Mass.; Indiana University 
School of Medicine, Indianapolis, 1914; member of the Amer- 
ican Medical Association, American Psychiatric Association 
and New England Society of Psychiatry; specialist certified 
by the American Board of Psychiatry and Neurology, Inc.; 
formerly director of the division for the examination of pris- 
oners in the department of mental diseases; served in various 
capacities while assigned to the Veterans Bureau; at one time 
assistant superintendent of the Monson State Hospital in Pal- 
mer; consultant for the Norfolk County Hospital, Braintree; 
for many years superintendent of the Medfield State Hospital ; 
died November 10, aged 59, of coronary occlusion. 


Courtland Prentice Gray Sr. ® Monroe, La.; born in 
Pelahatchie, Miss., in 1882; Maryland Medical College, Balti- 
more, 1904; past president of the Louisiana State Medical 
Society, Fifth District Medical Society and the Quachita Parish 
Medical Society; formerly councilor of the Fifth District of 
the Louisiana State Medical Society; for many years coroner 
of Quachita Parish; examiner of the local draft board during 
World War I; member of the board of appeals, Selective 
Service, during World War II; on the staff of St. Francis 
Sanitarium; superintendent of the Conway Memorial Hos- 
pital; died November 20, aged 66, of cerebral hemorrhage. 


Holland McTyeire Tigert ® Nashville, Tenn.; Univer- 
sity of Nashville Medical Department, 1901; past president of 
the Tennessee State Medical Association, Nashville Academy 
of Medicine and the Davidson County Medical Society ; mem- 
ber of the Southern Surgical Association; fellow of the Ameri- 
can College of Surgeons; served overseas during World War I; 
associate professor of clinical gynecology at the Vanderbilt 
University School of Medicine; member of the surgical staff, 
Vanderbilt, St. Thomas and Nashville General hospitals; died 
in the Veterans Administration Hospital November 14, aged 68. 


Edward J. Tracey @ Norwalk, Conn.; University of 
Pennsylvania School of Medicine, Philadelphia, 1924; certified 
by the National Board of Medical Examiners; fellow of the 
American College of Surgeons; for many years physician to the 
city fire department; served on the faculty of Columbia Uni- 
versity College of Physicians and Surgeons in New York; on 
the staff of the Norwalk General Hospital; affiliated with 
the New York Post-Graduate Medical School and Hospital 
in New York, where he died November 17, aged 48, of 
Laennec’s cirrhosis of the liver. 

Abner Osburn Albin, Charles Town, W. Va.; College of 
Physicians and Surgeons, Baltimore, 1903; died November 15, 
aged 72, of carcinoma. 

Thomas Edward Bailly, San Francisco; Cooper Medical 
College, San Francisco, 1892; member of the American Medi- 
cal Association; iellow of the American College of Surgeons; 
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for many years affiliated with St. Mary's Hospital, where he 
died November 15, aged 79, of arteriosclerosis. 


Leonard Allen Baker @ Miami, Fla.; University of Georgia 
Medical Department, Augusta, 1908; affiliated with Jackson 
Memorial Hospital; died November 5, aged 66, of uremia. 


Raymond DeWight Baker ® Summit, N. J.; University 
and Bellevue Hospital Medical College, New York, 1899; served 
during World War I; affiliated with Overlook Hospital: died 
in Lumberton, N. C., November 3, aged 70, of injuries received 
in an automobile accident. 

Hendrick Nelson Belgum, Richmond, Calif.; Rush Medi- 
cal College, Chicago, 1911; died November 8, aged 64, pre- 
sumably of a coronary attack while fighting a brush fire. 


John Robert Belk, Kershaw, S. C.; Medical College of 
the State of South Carolina, Charleston, 1913; died in the 
Camden (S. C.) Hospital November 19, aged 70, of heart 
disease. 

George B. Beresford, Owensville, Ind.; Indiana Eclectic 
Medical College, Indianapolis, 1887; member of the American 
Medical Association; died November 5, aged 85, of uremia. 

Don Bertus Biggs, Findlay, Ohio; Starling Medical Col- 
lege, Columbus, 1902; member of the American Medica! Asso- 
ciation; formerly county coroner; affiliated with the Findlay 
Hospital; died recently, aged 75, of coronary thrombosis. 

Roy Henry Blender, Seattle; University of Arkansas 
School of Medicine, Little Rock, 1938; died November ©, aged 
37, of uremia. 

Louisa Elizabeth Boutelle, Cherokee, lowa; Un versity 
of Minnesota Medical School, Minneapolis, 1916; member of 
the American Medical Association, Utah State Medica! Asso- 
ciation and the New England Society of Psychiatry; certified 
by the National Board of Medical Examiners; affiliated with 
Cherokee State Hospital ; died November 3, aged 62, of coronary 
occlusion. 

William Hollis Bradford © Chevy Chase, Md.; University 
of Cincinnati College of Medicine, 1928; member of the Florida 
Medical Association; assistant chief of surgical service at the 
central office of Veterans Administration in Washington, D. C.; 
served as chief medical officer and manager of the \ eterans 
Administration Hospital in Brecksville and on the staffs of 
various other Veterans Administration hospitals; died in the 
Crile Veterans Administration Hospital in Cleveland, Novem- 
ber 15, aged 47, of carcinoma of the rectum. 


Arthur Scott Bronson, San Antonio, Texas; Homeopathic 
Medical College of Missouri, St. Louis, 1901; member of the 
American Medical Association ; specialist certified by the Ameri- 
can Board of Otolaryngology ; a charter member and past presi- 
dent of the San Antonio Eye, Ear, Nose and Throat Society; 
on the staffs of the Robert B. Green Hospital, Santa Rosa 
Hospital and Medical and Surgical Memorial Hospital; died 
recently, aged 69, of heart disease. 

Ethel Doty Brown ® New York; Woman's Medical Col- 
lege of the New York Infirmary for Women and Children. 
New York, 1890; served as trustee of the New York Infirmary; 
died in the New York Hospital November 8, aged 80. 

Frank Louis Brown ® Chicago; Chicago College of Medi- 
cine and Surgery, 1912; fellow of the American College of 
Surgeons; in 1931 member of the House of Delegates of the 
American Medical Association; on the staff of the Gar 
Park Community Hospital; died December 7, aged 62, of 
carcinoma of the liver. 

George Byron Brown, Clarion, Iowa; John A. Creighton 
Medical College, Omaha, 1915; member of the American Medi- 
cal Association; served during World War I; formerly mayor 
of Clarion and county coroner; died recently, aged 6, 
cerebral hemorrhage and hypertension. 

Theodore David Burger, Spokane, Wash.; University of 
Illinois College of Medicine, Chicago, 1913; member of the 
American Medical Association; -served on the school ; 
on the staff of the Deaconess Hospital; died recently, aged 61. 

Bruce Fowler Butler, Hollywood, Fla.; University Col- 
lege of Medicine, Richmond, 1911; member of the American 
Medical Association ; died in the Duke Hospital, Durham, N. C, 
November 14, aged 61. 

Arthur M. Butzow Chicago; Rush Medical College, 
Chicago, 1898; on the staff of the Swedish Covenant Hospital, 
where he died November 21, aged 74, of coronary thrombosis. 

Edwin Alga Cameron @ East Orange, N. J.; University 
of Vermont College of Medicine, Burlington, 1915; j 
during World War I; affiliated with, the Orange, N. J- 
ower ony Hospital; died November 17, aged 57, of coronary 
occlusion. 
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Matthew Elmer Campbell, Abilene, Texas; Barnes Medi- 
cal College, St. Louis, 1899; member of the American Medical 
Association; died October 15, aged 80, of arteriosclerosis. 


Walton Gardner Card ® Haverhill, Mass.; Tufts College 
Medical School, Boston, 1925; on the staff of Hale Hospital ; 
died November 11, aged 59, of heart disease. 


James Gilbert Carney, San Francisco; University of IIli- 
nois College of Medicine, Chicago, 1914; served in France 
during World War I; formerly affiliated with the Veterans 
Administration; died November 9, aged 67. 


Starr King Church, Marshall, Mich.; University of Michi- 
gan Department of Medicine and Surgery, Ann Arbor, 1892; 
member of the American Medical Association; past president 
of the Calhoun County Medical Society; served as a member 
of the city council, county coroner, health officer and secretary 
of the school board; for many years secretary-treasurer of the 
Rotary Club and physician for the New York Central Rail- 
road: affiliated with the Oaklawn Hospital, where he died 
November 19, aged 81, of carcinoma of the bladder. 

David Wesley Clark, Vega, Texas; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1891; member of the 
American Medical Association; past president of the Randall- 
Deaf Smith-Parmer-Castro-Oldham Counties Medical Society ; 
served as secretary of the Montague County Medical Society ; 
for :.any years health officer of Montague County and Oldham 
County; died October 5, aged 79, of cerebral hemorrhage. 

Henry F. Clay, Henderson, Ky.; University of Louisville 
(Ky.' Medical Department, 1898; member of the American 
Medial Association; died in St. Anthony’s Hospital, Rock 
Islan|, IL, November 5, aged 76. 


Grover Cleveland Coleman ® Birmingham, Ala.; Uni- 
versi'y of Alabama School of Medicine, 1911; for many years 
assoc’ ated with the Tennessee Coal, Iron and Railroad Com- 
pany died in Panama City, Fla., November 15, aged 64, of 
iry occlusion. 


H: ry Samuel Conrad @ St. Joseph, Mo.; Ensworth (Mo.) 
Medical College, St. Joseph, 1913; past president of the 
Buchanan County Medical Society; died November 20, aged 62. 

George Holden Coombs @ Waldoboro, Me.; University 
of th City of New York Medical Department, New York, 
1886; formerly director of the state bureau of health; past 
presidcnt of the Maine Medical Association and of the Knox 
County Medical Society; affiliated with Knox County General 
Hospital, Rockland, and Miles Memorial Hospital in Damari- 
scotta. where he died November 20, aged 85, of intracranial 
hemorrhage. 

John Robert Crawford, Blue Springs, Mo.; Marion-Sims 
College of Medicine, St. Louis, 1893; died in the Veterans 
Administration Hospital, Wadsworth, Kan., October 20, aged 
79, of arteriosclerotic heart disease and amputation of a right 
extremity. 

William Eugene Currier, Leominster, Mass.; Harvard 
Medica! School, Boston, 1898; member of the American Medi- 
cal Association; a retired school physician; affiliated with the 
Leominster Hospital; died November 23, aged 77, of coronary 
thrombosis. 

Elbert Austin Curtis ® Newark, N. J.; Marion-Sims Col- 
lege of Medicine, St. Louis, 1896; served during World War I; 
on the staffs of City Hospital, Presbyterian Hospital and Hos- 
pital of St. Barnabas for Women and Children; died Decem- 
her 2, aged 75. 

Ella Buchanan Custer, Philadelphia; Woman's Medical 
College of Pennsylvania, Philadelphia, 1883; member of the 
American Medical Association; recipient of the Citizenship 
Award as the outstanding citizen of the twenty-first ward during 
1934; died November 8, aged 87, of coronary occlusion. 

Mardiros Hovhannes Derian ® Gary, Ind.; Loyola Uni- 
versity School of Medicine, Chicago, 1918; affiliated with 
Methodist and St. Mary’s Mercy hospitals; died in Chicago 
Memorial Hospital November 1, aged 61, of pulmonary embolus 
and purulent pericarditis. 

Frank Henry Dillon, Colchester, Ill.; St. Louis College 
of Physicians and Surgeons, 1909; died in St. Francis Hospital, 

acomb, November 6, aged 63. 

David Ernest Dolloff @ Biddeford, Me.; Medical School 

Maine, Portland, 1907; served overseas during World 
War |; affiliated with the Trull and Webber hospitals; died 
November 26, aged 70, of cerebral embolism. 

LeRoy Edson Doolittle @ Duluth, Minn.; University of 
Minnesota Medical School, Minneapolis, 1909; served during 
World War I; affiliated with St. Luke’s Hospital and St. Mary’s 
Hospital, where he died November 9, aged 65, of coronary 
“ciusion and hypertension. 
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William Tovey Drysdale, Boise, Idaho; Denver and 
Gross College of Medicine, 1903; served during World War I; 
specialist certified by the American Board of Psychiatry and 
Neurology, Inc.; member of the American Psychiatric Asso- 
ciation; served on the staffs of Veterans Administration 
hospitals at various places; on the staff of the Veterans Admin- 
istration Hospital in Boise, where he died November 16, aged 
66, of cerebral thrombosis. 


John Dugan @ Albion, N. Y.; University of Buffalo School 
of Medicine, 1896; an Associate Fellow of the American 
Medical Association; served as health officer; medical exam- 
iner for the county draft board during World Wars I and II; 
died in Rochester, November 12, aged 77, of coronary heart 
disease. 

John P. Du Pre, Fountain Inn, S. C.; Medical College 
of the State of South Carolina, Charleston, 1903; died in the 
Greenville (S. C.) General Hospital November 15, aged 76, 
of hypertrophic arthritis and melanoma. 


Henry Wyley Giles, Aledo, Ill.; Keokuk (la.) Medical 
Coliege, 1895; died in Geneseo, November 6, aged 87. 


Frank Henry Gordon, Los Angeles; Rush Medical College, 
Chicago, 1891; died November 1, aged 82, of pneumonia. 


Kurt Max Grassheim ® New York; Johann Wolfgang 
Goethe-Universitat Medizinische Fakultat, Frankfurt-am-Main, 
Prussia, 1921; died in the Harkness Pavilion of the Columbia 
Presbyterian Medical Center November 15, aged 51. 

Wilmer Eli Griffith, Columbus, Ohio; Columbian Uni- 
versity Medical Department, Washington, D. C., 1900; once 
health commissioner of Hamilton, where he was on the staffs 
of the Mercy and Fort Hamilton hospitals; died in Bridge- 
ville, Pa., recently, aged 80, of arteriosclerosis. 

Francis E. Griswold, Hoffman, Minn.; University of 
Minnesota College of Medicine and Surgery, Minneapolis, 1897 ; 
member of the American Medical Association; served on the 
staff of Our Lady of Mercy Hospital, Alexandria; died in 
Minneapolis November 1, aged 74, of carcinoma. 

John Henry Hallock, Saranac Lake, N. Y.; New York 
Homeopathic Medical College, New York, 1886; died November 
3, aged 90. 

Eugene Paul Hamilton, Richmond, Mo.; St. Louis Uni- 
versity School of Medicine, 1908; member of the American 
Medical Association; formerly practiced in Kansas City, where 
he was on the staffs of the Kansas City General, St. Joseph 
and St. Mary’s hospitals; died November 1, aged 68, of 
coronary occlusion. 

eorge Johnson Hamilton, New York; L. R. C. P. and 

M. R. C. S., London, 1934; council of the American Procto- 
logic Society; served in the European theater during World 
War II; on the staff of the Polyclinic Hospital; died Novem- 
ber 12, aged 47. 

John Cyril Hewgill, Akron, Ohio; University of Toronto 
Faculty of Medicine, London, Ontario, Canada, 1922; served 
during World Wars I and II; died suddenly, November 8, 
aged 50. 

John Levoy Higbie, Jenera, Ohio; Missouri Medical Col- 
lege, St. Louis, 1888; served as president of the Jenera Bank, 
mayor of the village and on the board of education; died in 
Sawyer Sanatorium, Marion, November 12, aged 85, of arterio- 
sclerotic heart disease. 

Thomas Yue Ho ® St. Johns, Mich.; Northwestern Uni- 
versity Medical School, Chicago, 1923; member of the American 
Society of Anesthetists and the Radiological Society of North 
America; for many years secretary-treasurer of the Clinton 
County Medical Society; affiliated with Clinton Memorial 
Hospital; died November 19, aged 51, of heart disease. 

Edgar Rea Holmes, Minier, Ill.; College of Physicians 
and Surgeons of Chicago, 1887; member of the American 
Medical Association; died in Mennonite Hospital, Bloomington, 
November 16, aged 84. 

Joel Dubois Holston ® Massillon, Ohio; Eclectic Medical 
Institute, Cincinnati, 1896; member of the Radiological Society 
of North America, Inc., and the American College of Radi- 
ology ; specialist certified by the American Board of Radiology ; 
served during World War I; formerly member of the board 
of education; on the staff of the Massillon City Hospital; 
died in the University Hospital, Cleveland, recently, aged 80, 
of sarcoma of the adrenal glands. 

.Rinaldo M. Hughey, Washington C. H., Ohio; Columbis 
Medical College, 1891; member of the American Medical 
Association; for many years president of the school board; 
for two terms member of the state legislature, serving as 
county representative ; died recently, aged 81, of chronic myo- 
carditis. 
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Annie M. Hull, Glens Falls, N. Y.; New York Medical 
College for Women, New York, 1903; member of the American 
Medical Association; died November 22, aged 70. 

Richard Cooke Johnston, Spokane, Wash.; University of 
Pennsylvania School of Medicine, Philadelphia, 1937; member 
of the American Medical Association; awarded the Bronze 
Star for meritorious service with the Marines on Pelelieu Island 
during World War Il; died’ November 15, aged 36, of coronary 
occlusion, 

Richard F. King, Jamestown, Ind.; Central College of 
Physicians and Surgeons, Indianapolis, 1881; died recently, aged 
93, of cardiovascular renal disease. 

Mark Stevens Knapp, Fenton, Mich.; University of Michi- 
gan Department of Medicine and Surgery, Ann Arbor, 1898; 
member of the American Medical Association; fellow of the 
American College of Physicians; first executive secretary and 
director of medical research, Horace H. and Mark A. Rack- 
ham Fund; formerly practiced in Flint, where he was president 
of the Genesee County Medical Society, health officer, and on 
the staffs of the Hurley and Women’s hospitals; died Novem- 
ber 11, aged 76. 

Morton Paul Lane, New York; Tulane University of 
Louisiana School of Medicine, New Orleans, 1914; served 
during World War I; died in .the Veterans Administration 
Hospital November 5, aged 58. 2 

Robert Hood Lister, Ozark, Ala.; University of Alabama 
School of Medicine in University, 1916; served during World 
War I; died November 7, aged 62, of heart disease. 

George Munro Livingston ® Albion, Mich.; University 
of Michigan Department of Medicine and Surgery, Ann Arbor, 
1898; for many years associated with the Highland Park 
(Mich.) General Hospital; died in Sheldon Memorial Hospital, 
November 1, aged 81, of cerebral hemorrhage. 

William Sumner McCausland, Chula Vista, Calif.; West- 
ern Pennsylvania Medical College, Pittsburgh, 1904; member 
of the American Medical Association; served as chief of staff 
of Chula Vista Hospital; died November 7, aged 70, of adeno- 
carcinoma of the stomach. 

William C. McClain, Knoxville, Tenn.; Lincoln Memorial 
University Medical Department, Knoxville, 1913; member of 
the American Medical Association; died in Fort Sanders Hos- 
pital November 1, aged 66, of agranulocytic neutropenia. 

Milton T. McDowell, Maxwell, N. M.; Louisville (Ky.) 
Medical College, 1901; died October 9, aged 76, of coronary 
thrombosis. 

Noah C. McLean, Enid, Okla.; Barnes Medical College, 
St. Louis, 1899; died in a hospital at Wichita, Kan., recently, 
aged 78, of carcinoma of the prostate. 

William John McNerney @ Syracuse, N. Y.; Syracuse 
University College of Medicine, 1912; clinical professor emeritus 
of medicine at his alma mater; affiliated with the Hospital of 
Good Shepherd; died November 17, aged 64, of heart disease. 

Jesse Lynn Mahaffey @ Camden, N. J.; Medico-Chirurgi- 
cal College of Philadelphia, 1902; past president of the Con- 
ference of State and Provincial Health Authorities and of the 
Camden County Medical Society; for many years director of 
the state board of health; served on the staff of Cooper Hos- 
pital; died November 1, aged 69. 

Edwin J. Meyer ® Chicago; Chicago College of Medicine 
and Surgery, 1913; formerly on the faculty of the Loyola Uni- 
versity School of Medicine; for many years on the staff of 
St. George Hospital, where he died November 10, aged 65, of 
chronic interstitial nephritis. 

Bernard A. Michel @ Dubuque, Iowa; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1889; fellow 
of the American College of Surgeons; served on the staffs of 
Finley and St. Joseph's Mercy hospitals; died November 5, aged 
88, ot chronic myocarditis. 

Guy Miller, Charlotteville, Va.; University of Virginia 
Department of Medicine, Charlottesville, 1888; also a phar- 
macist; died October 19, aged 79, of carcinoma. 

David Mathew Mitchel, Brush, Colo.; Kansas Medical 
College, Medical Department of Washburn College, Topeka, 
1910; died in the Eben-Ezer Hospital, recently, aged 71. 

Eugene Poland Mitchell, Defiance, Ohio; University of 
Louisville (Ky.) School of Medicine, 1923; member of the 
American Medical Association; formerly secretary treasurer 
of the Defiance County Medical Society; for many years city 
health commissioner; died in the Defiance Hospital recently 
aged 54, of carcinoma. 

Marshal Chalmers Morgan ®@ Akron, Ohio; Ohio State 
University College of Medicine, Columbus, 1913; died Novem- 
ber 5, aged 61, of chronic nephritis with hypertension. 


Elmer J. Morrison, Bar Harbor, Me.; College of Physi- 
cians and Surgeons, Baltimore, 1898; formerly member of the 
state legislature; served in the U. S. Navy during World 
War I; first medical examiner of Hancock County; died 
November 5, aged 86. 

Marjory M. Orr, Belding, Mich.; Grand Rapids Medical 
oa 1902; died November 6, aged 74, of cerebral hemor- 
rhage. 

Luther James Osgood ® Waukegan, IIl.; Northwestern 
University Medical School, Chicago, 1903; associate professor 
of medicine, emeritus, at his alma mater; died in the Lake 
Forest (Ill.) Hospital, November 6, aged 72, of carcinoma of 
the lung. 

Lewis Henry Pirkle, Shreveport, La.; Tulane University 
of Louisiana School of Medicine, New Orleans, 1904; member 
of the American Medical Association; fellow of the American 
College of Surgeons; medical examiner for the draft board 
during World Wars I and II; served as member and president 
of the parish school board; affiliated with Tri-State Sani- 
tarium, of which he had been a founder, and Shreveport 
Charity Hospital; died in the North Louisiana Sanitarium 
November 5, aged 75, of heart disease. 

John Alexander Price, Jasper, Tenn.; University of Ten- 
nessee Medical Department, Nashville, 1907; served curing 
jdong War I; died November 10, aged 68, of cerebral hemor- 
rhage. 

Lewis DeWitt Reed ® Hope, Ind.; Central College of 
Physicians and Surgeons, Indianapolis, 1890; served as county 
health officer; for many years health officer of Hope; medical 
examiner and member of the advisory board during World 
War I; died October 16, aged 85, of carcinoma of the i: testine. 


Burton William Rhuberry, Detroit; Northweste Uni- 
versity Medical School, Chicago, 1943; served a residcncy at 
the Leland Sanatorium in Ypsilanti, Mich.; died in the Detroit 
Tuberculosis Sanatorium November 7, aged 34, of pulmonary 
tuberculosis. 

Edwin Albert Reisenfeld, New York; University of 
Buffalo School of Medicine, 1903; served on the stafi-: of the 
Beth Israel Hospital and the Harlem Hospital; died is: Cedars 
of Lebanon Hospital, Los Angeles, November 7, aged (7. 

Michael Davitt Riordan, Willimantic, Conn.; University 
of Vermont College of Medicine, Burlington, 1912; member 
of the American Medical Association and the New |-ngland 
Obstetrical and Gynecological Society; health officer of the 
towns of Chaplin and Windham; affiliated with \\ indham 
Community Memorial Hospital; died October 28, aged 65, of 
myocardial infarction. 

Homer Lawrence Spaulding, Ankeny, lowa; Columbian 
University Medical Department, Washington, D. C., 1895; 
member of the American Medical Association; affiliated with 
Iowa Lutheran sand Iowa Methodist hospitals; died October 
23, aged 8&4, of bronchopneumonia. 

Romeo Roderick Stevenson, Sioux Falls; S. D.; North- 
western University Medical School, Chicago, 1894; died October 
25, aged 8&2, of cerebral embolus. 

William John Stewart, Frankfort, Kan.; Kansas Medical 
College, Medical Department of Washburn College, Topeka, 
1909; member of the American Medical Association; president 
of the Marshall County Medical Society; served as county 
health officer and coroner; affiliated with Christ Hospital, 
Topeka, where he died October 21, aged 79, of coronary 
occlusion. 

Nathan Palmer Thompson, St. Louis; Missouri Medical 
College, St. Louis, 1888; member of the American Medical 
Association; died October 31, aged 81. 

William E. Wheatley ®@ Lorain, Ohio; Western Reserve 
University Medical Department, Cleveland, 1894; served on 
the staff of St. Joseph's Hospital; fellow of the American 
College of Surgeons; recipient of the 1930 Achievement Award 
presented by the Lorain Journal to the town’s most valuable 
citizen; died October 25, aged 77, of carcinoma of the pharynx. 


Bert George Wilcox @ Joliet, Ill.; Chicago College of 
Medicine and Surgery, 1912; fellow of the American College 
of Surgeons; member of the American Association of us- 
trial Physicians and Surgeons; affiliated with the Silver Cross 
and St. Joseph’s hospitals; died in the Mayo Clinic, Rochester, 
Minn., November 3, aged 67, of carcinoma of the bladder. 


Samuel Rodford York @ Center, Ky.; University of 
Nashville (Tenn.) Medical Department, 1899; served as Lahr" 
dent of the Metcalf County Medical Society; on the hed 
of the T. J. Sampson Community Hospital, Glasgow; 
October 29, aged 80, of coronary thrombosis. 
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Foreign Letters 


LONDON 
(From Our Regular Correspondent) 


Dec 29, 1948. 


The Extravagance of the National Health Service 


A characteristic of the socialist National Health Service, as 
of all other measures of the Government, is that it is costly 
and e\travagant., This fact is illustrated by the following cases. 
Two partners set up practice in a small seaside town on June 
1, 1948, only a few weeks before the ‘coming into force of the 
service. They applied for the fixed annual payment of $1,200 
which they said they had relied on, as the Ministry of Health 
had declared that new entrants to general practice would get 
a fixe’ annual payment for three years, and they could not 


continie practice without the payment. There were only 300 
patient. on their combined lists at the beginning of September. 
The local medical committee refused this request on the grounds 


that there were enough doctors in the area before the new 
practice was started and that the area could not provide a com- 
petence for two extra doctors. The doctors appealed to the 
Minister of Health against this decision, which he reversed on 
the following grounds: 1. The doctors had just started a new 
practice and would suffer hardships without the $1,200. 2. The 
number of doctors in the area is a factor to be taken into 
account in considering applications made after July 5 to be 
placed on the medical list but ought not to affect the granting 
of the £1,200. But the conditions were laid down that within 
a period to be specified by the Distribution Scheme (when 
available) the doctors have on their lists the minimum number 
of patients specified by that scheme. 

A similar appeal was made in the case of a doctor practicing 
in another small seaside town, who took a younger man into 
partnership a short time before the service came into force. 
Both doctors applied for the $1,200 a year. The local medical 
committee refused on the grounds that the practice was origi- 
nally a one doctor practice, the younger doctor could be regarded 
as undergoing a period of introduction with view to succession 
and there was no question of hardship if the practice was so 
regarded. But the Minister again reversed the local decision. 
The British Medical Journal regards as remarkable that a 
Minister who introduced elaborate machinery to secure a reason- 
able distribution of doctors should “subsidize practitioners at 
the public expense—and at the expense of other practitioners in 
the area—to practice in an area where they are not needed.” 

Extravagance as regards materials has been mentioned in 
previous letters to THE JOURNAL, such as the case of the woman 
who evidently had no need for the free medicine which had 
been prescribed for her under the National Health Service, and 
obtained, with the connivance of the pharmacist, free cosmetics 
instead. The waste of the taxpayer’s money in other directions 
is becoming more evident, Dr. G. H. Harvey writes to the 
British Medical Journal that he is amazed by the extras, such 
a douches, nozzles, eye baths, pessaries, etc., which he is 
invited to supply. The strange and alarming fact is that the 
patients think that they get all these extras free because a 
benevolent government supplies them. He is convinced that 
the huge cost of prescribing now piling up will soon return 
to the public for payment by increased taxation. 

In another letter to the British Medical Journal he relates 
What happens to some of the articles which have been supplied 

In the pawnshops of the town he found a considerable 
umber of brand new spectacles. The rush for free spectacles 
has been mentioned in a previous letter to THe JouRNAL. 
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Beryllium Poisoning 

What appears to be the first death in this country from 
beryllium poisoning has been the subject of a coroner’s inquest. 
The deceased was a physicist, aged 36 years, who had worked 
between December 1941 and December 1942 on the development 
of tubular fluorescent lamps. He handled about 500 tubes 
coated internally with phosphorescent powders containing zinc, 
beryllium, magnesium and tungstate. In November 1945, three 
years after his last significant exposure to beryllium, he suffered 
from cough and expectoration and lost weight rapidly. Radiog- 
raphy led to a tentative diagnosis of miliary tuberculosis. 
But sputum examination was negative for tubercle bacilli. 
Death was due to pulmonary granulomatous ibrosis. 

Dr. John Agate, of the Department for Research in Industrial 
Medicine, who had examined the deceased, gave evidence that 
the pulmonary fibrosis was due to exposure to the dust of 
beryllium compounds. Asked by the coroner about prevention, 
he thought that the best course would be to abandon the use 
of beryllium wherever possible. It would be possible to extract 
the dust from processes, but he was not sure that safety would 
be thus secured. The deceased was exposed to risk by doing 
research on fluorescent lamps at a time when the delayed form 
of pneumonitis due to beryllium was not recognized. A repre- 
sentative of the employers stated that preventive measures had 
been adopted. New fluorescent powders which did not contain 
beryllium were being evolved. A verdict of death by mis- 
adventure was returned. Recent American reports show that 
the handling of beryllium compounds is attended by risk of 
dermatitis or pulmonary disease. 


International Congress of Ophthalmology 

The Sixteenth International Congress of Ophthalmology will 
be held in London under the presidency of Sir Stewart Duke- 
Elder July 17 to 21, 1950. Any qualified medical practitioner 
may become a member. Relatives and friends of members will 
be welcomed as associate members and may attend the opening 
and closing ceremonies and all social functions. The official 
languages are English, French and Spanish, but any language 
may be used. The International Council of Ophthalmology 
has agreed on two main u.scussions on the following subjects: 
(1) “The Role of the Sympathetic System in the Genesis of 
Vascular Hypertension and Its Effect on the Eye,” and (2) 
“The Clinical and Social Aspects of Heredity in Ophthal- 
mology.” Those desirous of participating in the main discus- 
sions or reading communications on other ophthalmologic 
subjects should communicate with Mr. Keith Lyle, International 
Congress of Ophthalmology, 45 Lincoln’s Inn Fields, London, 


bodies Increase of Blood Transfusion 

The Ministry of Health states that more donors gave blood 
to the National Blood Transfusion Service during the June 
quarter of this year than at any time since the war. In all, 
there were 98,055 donors, including 24,075 new ones. In the 
same period 30,497 persons joined the service—the highest 
number since March 1947. This brings the total number up 
to 377,304 for England and Wales. To provide for future needs 
of the service due to increasing demands, it is estimated that 
another 142,000 donors are required. 


Decline of Venereal Disease in British Army 
of the Rhine 

The deep concern aroused in this country by the prevalence 
of venereal disease among the youthful soldiers of the British 
Army occupying Germany has been mentioned in a previous 
letter to THe JourNAL. A deputation of Free Church leaders 
who recently visited the British Army of the Rhine now reports 
that young men have “not just been thrust willy-nilly into a 
kind of modern Babylon.” A great improvement has taken 
place. Venereal disease has fallen to a remarkable degree, and 
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every care is being taken of the soldiers by experienced men 
and women. Among the factors which have contributed to 
the improvement are the better conditions of the Germans, 
which has raised their morale. There is less inducement for 
a German woman to sell herself for food and cigarets, as she 
was eager to do when young soldiers first went to Germany. 
The black market then was rampant and the troops’ rations 
of cigarets and chocolate gave them fantastic bargaining power. 
Fresh arrivals of the British Army for the first few weeks are 
now allowed to go to town only in the company of a non- 
commissioned officer. All sorts of facilities for social, cultural, 
moral and spiritual development have been liberally provided. 


PARIS 
(From Our Regular Correspondent) 


Paris, Dec. 18, 1948. 


The Number of Doctors in France 

At the request of the Council of the National Order of 
Doctors, the Ministry for Public Health has created a Com- 
mission of Medical Demography, in which the Ministry of 
National Education, the Home Office, the Ministers of Labor, 
of Public Health and Population, the National Order of Doctors, 
the Confederation of the Syndicate of Doctors and the Army 
Medical Corps will be represented. Mr. Magnin (Lyons) has 
been entrusted with inquiring from the district councils of the 
order; Mr. Levi (Ministry of Public Health) has the same 
mission of getting information from the services and the 
directors of the Ministry for Public Health. On October 14, 
Mr. Magnin reported the results of his study, limited to the 
metropolis. In 1900 there were 17,000 doctors; in 1939, 28,397 
and in 1947 there were 30,754. Thus the ratio has passed from 
1 doctor for 2,200 inhabitants to 1 for 1,300, which is equal to 
that of Belgium, but smaller than the ratio for Denmark, 
United States and Argentina and larger than the one for Mexico 
and Sweden. There is 1 general practitioner for 2,000 inhabi- 
tants and | specialist for 7,800. The number of physicians is 
higher in the districts with large cities, but for France as a 
whole there is an unsatisfactory distribution. An inquiry in 
twenty-two districts has revealed that 16 per cent of the prac- 
ticing doctors are over 65 years of age (age at which they are 
eligible for pension), an important number still practice after 
70, and the number of doctors under 40 years is equal to the 
number of those over 50. The number of medical students 
has increased from 7,336 in 1926 to 10,480 in 1938. There is 
a strong concentration in Paris, where;half of the theses of 
France are submitted. Taking into account a diminution of 
about 38 per cent in the number of students (discontinuation 
of studies, girl students marrying) it is estimated that in 1953 
13,500 students will have finished their studies. It is estimated 
that if in six years 6,200 doctors will have ceased practicing, 
there will be 40,000 doctors in 1955, 50,000 in 1960 and 60,000 
in 1970. As from 1949-1950 measures are considered to restrict 
the admission of students for the study of medicine. 


Antibiotic Enzymes Rendered Specific Through 
Associated Cultures 


J. Risler has studied the antibiotic potency of Aspergillus 
flavus with green sporulation (A. A. M. R. selected strain) ; 
cultivated in a Czapek-Dox medium to which peptone and 
glucose are added, it yields a metabolic fluid strongly antibiotic 
as regards numerous gram-positive and gram-negative microbes, 
but without any effect on the human or bovine bacillus of 
tuberculosis. By pursuing his research with German, Morel 
and others, he has obtained, through associated cultures of 
Koch's bacillus and of this mold, the elaboration of an enzyme 
strongly antibiotic for the tuberculosis bacillus. At the last 
meeting of the Academy of Sciences, the author presented his 
new method: on a twenty-one day culture of human virulent 
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tubercle bacilli, developed on a Sauton or Massol-Breton 
medium, spores of A. flavus are inoculated; the tubercle bacillus 
culture medium is drawn off and replaced with the one of the 
mold. After five days in an incubator at 30 C., the A. flavus 
sporulation is very intense, and in the underlying medium an 
amber-colored pigmentation is seen, characteristic of the anti- 
biotic enzyme. If some spores, taken from this associated 
culture, are inoculated again on a homogenous culture of the 
de Courmont’s tubercle bacillus, after a fresh sporulation a 
clearing (under the mycelium area), sets in, which gains in 
depth little by little; this is the sign of the formation of the 
antibiotic enzyme, which may be activated by means of succes- 
sive passages. The antibiotic potency of the enzyme from an 
associated culture is specific for Koch's bacillus, but if has no 
effect on Staphylococcus aureus. Guinea pigs inoculated with 
a human tubercle bacillus strain and treated either with the 
enzymic liquid originating from the pigmented area of the 
associated culture or with the enzyme filtrated, precipitated and 
purified, failed to present classical manifestation of evolutive 
tuberculosis on the ninetieth day. Out of 10 contro! guinea 
pigs, contaminated under the same conditions, 7 died between 
the thirty-fifth and the fifty-second day. 


Fight Against Cholera 


The World Health Organization and the International Office 
for Public Hygiene have convened medical experts representing 
Egypt, India, Great Britain, Sweden and France, in Paris, "0 
study the fight against cholera; among others present were 
Sir Aly Tewfik Shousha, Under-Secretary for Public Health 
(Egypt); Dr. C. J. Pandit, Secretary to the Indian Research 
Fund Association, and Dr. Bruce White, National Institute for 
Medical Research, London. The specialists recommend that 
studies on the endemicity be made on the spot and that teams 
of specialists, organized by the World Health Organization, 
be sent to make tests in those endemic regions. On the other 
hand, it has been recommended that experimental research 
be pursued actively in order to improve methods of prophylaxis. 
The experts recommend tests in endemic regions and threatened 
countries with the anticholeric vaccine, recently discovered by 
Major-General Sir Sahib Sokhey, which, in experimental 
research, appears to be ten times more effective than ordinary 
vaccines. The next discussion of the World Health Organiza- 
tion experts’ committee regarding the revision of sanitary inter- 
national conventions will be based on the recommendations of 
this group of specialists. 

The next meeting of the experts for the fight against cholera 
will take place in a country where cholera is constantly present, 
in order to study territorial conditions and to profit by the 
experience of local experts. 


Professor Roussy is Dead 

Gustave Roussy died on Sept. 30, 1948. He had been appointed 
professor of pathologic anatomy in 1925 and elected dean of 
the Paris Faculty in 1933. In 1937, he was appointed vice- 
chancellor of the Paris Academy, from which position he was 
relieved by the Vichy Government in 1940, as a consequence 
of the students’ demonstration on November 11, but he resumed 
his appointment as from the liberation in August 1944. Since 
1939 he had been a member of the Academy of Sciences. He 
was a Doctor Honoris Causa of several foreign universities. 
As a Clinician, he was much interested in physiologic and 
anatomopathologic studies. Besides his many textbooks, his 
name is attached to numerous works on the pathologic physt- 
ology of the hypophysis and on the genesis of cancer; he has, 
in collaboration with J. Camus, described the part of the tuber 
cinereum and, with Dejerine, the thalamic syndrome. On his 
initiative was created the Cancer Institute, of which he was 
director, one of the most important research centers for this 
disease. 
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TURKEY 


(From Our Regular Correspondent) 
ANKARA, Dec. 7, 1948. 


Leprosy Control in Turkey 

The early seventeenth century primitive leprosariums of 
Istanbul, Edirne, Konya and Zafranbolu have now fallen into 
ruin. Sultan Mahmud II (1765-1839) established the first large 
leprosarium m Istanbul-Scutari near the big Selimiye Barracks, 
where Florence Nightingale nursed the wounded during the 
Crimean War in 1856. In the nineteenth century Prof. Zambaco 
Pasha of the Istanbul Medical School was of the opinion that 
leprosy is not a contagious disease; in 1901 Prof. Suleyman 
Numan Pasha taught his students that it is an infectious dis- 
ease and is not easily transmitted from man to man, contending 
that the Imam, who for many years lived among the unfortu- 
nate. at the Scutari leprosarium, did not contract the disease. 

Tl ough the lepers come mostly from the eastern provinces of 
Kas, Erzurum, Agri and Van, which border on Russia and 
Iran. lepers have been found in the Sivas, Kayseri, Gaziantep, 
Marash, Hatay and Afyonkarahisar provinces. The two modern 
lepr) ariums have at present almost 400 inmates, all paupers 
from rural communities; no well to do leper has yet been found 
in an urban community. 

Pr: vincial health officers and city health officers are always 
vigil. ot against lepers, and besides the people themselves inform 
the |) alth officer if they think that there is an afflicted person 
some here. The people so dread the disease that a woman 
just ischarged from the leprosarium as cured, when on the 
way ack to the village, was pushed by her husband over the 
brink of a precipice and fell to her death. 

At the Istanbul and Elazig leprosariums chaulmoogra oil 
and ncthylene blue are used for treatment. Every second day 
the p.tients receive an injection of chaulmoogra oil and an 
intray-nous injection of 1 per cent solution of methylene blue. 
For lepromas and ulcers a 20 to 30 per cent solution of trichloro- 
acetic acid is used; also antiseptics like “rivanol” (2-ethoxy-6,9- 
diami: acredine lactate), bismuth subgallate and a mixture of 
40 per cent sulfamethylthiazole and 60 per cent urea, sometimes 
in the form of powder or ointment. Sulfonamide drugs have 
not becn effective, and there have not been good results with 
penicillin or streptomycin. “Rubrophen” (trimethoxy-dioxy- 
oxotritan) has been tried, but better results have been obtained 
with a mild mercurous chloride lotion to which 1 per cent 
glycerin was added. One patient was given twelve vials of 
“promin” (sodium 
sulfonate), but because an import license had not been procured 
the treatment had to be discontinued; besides the price of this 
remedy makes its use prohibitive. The patients are given 
tonics and plenty of vitamins; their food rations are higher 
than those in other hospitals. 

The samples of “diasone sodium” (disodium formaldehyde 
sulfoxylate derivative of 4,4’-diaminodipheny! sulfone) which the 
Abbott laboratories forwarded to the Ministry of Health have 
been tried on different types of patients and have proved to 
be the best leprosy remedy available. A daily dose of two tablets 
of the drug for one hundred and twelve days was given to 3 
patients suffering from lepra neurosa with severe necrosis, and 
for one hundred and seventy-six days to 3 patients suffering 
from the same manifestations. The absence of Hansen bacilli 
Was always determined. During the treatment the patients 
complained of pain in the stomach and nausea but not sufficient 
to justify the discontinuance of the treatment. In 2 patients 
acute edema and erythematous pustules developed. It has been 
found that these untoward symptoms can be prevented if after 
a daily dose of two tablets of “diasone” for two months there 
's an interval of two weeks. The treatment with this drug 


LETTERS 327 


did not in any way affect the urine or the hemoglobin count. 
In 3 patients the erythrocytes decreased 10 per cent. Some 
patients who in the beginning had been enthusiastic about the 
new remedy became despondent after two to three months and 
henceforth took it rather unwillingly. At the Elazig lepro- 
sarium 9 patients are at present undergoing the treatment with 
“diasone” ; 3 patients have already improved, and it is believed 
that a complete cure will be effected with this drug, of which 
no bad effects have been observed. 

If after being pronounced cured, a patient is found free of 
Hansen bacilli three times, with an interval of forty-five days 
each, he is discharged. Travel expenses are paid for by the 
hospital; the patient is given a certificate of health, is put on 
the train by a hospital attendant and returned to his family, 
which is informed of the arrival by telegram. The health officer 
of the respective district is also informed by telegram of the 
patient’s arrival and his exact address. The discharged patients 
are followed up and at the slightest sign of a relapse are 
readmitted to the hospital. During the eight years a few 
readmissions have been recorded. The leprosariums are under 
the direction of and maintained by the Ministry of Health and 
Social Assistance. The specialist at the division of hygiene is 
in charge of all work connected with leprosy. 


BRAZIL 
(From Our Reguiar Correspondent) 
Rio pE JANerRO, Dec. 6, 1948. 


Compulsory BCG Immunization 

A federal law has been enacted about BCG immunization. 
This is the text of the law: 

“Section 1—The executive branch of the government is hereby 
autltorized to take the necessary steps, through the National 
Service of Tuberculosis of the Ministry of Health, to promote 
in the entire national territory, whenever indicated, the BCG 
immunization of infants, children and adults against tuberculosis. 

“Section 1I—The National Service of tuberculosis shall pro- 
mote an intensive educational campaign on the safety and advan- 
tages of BCG immunization aga:nst tuberculosis, and for this 
aim shall seek the cooperation of the agencies of local govern- 
ment. 

“Section I1I—Beginning two years after the enactment of 
this law, a certificate of BCG immunization shall be presented 
by all newborn infants about to be registered, children to be 
enrolled for school work, patients seeking hospital treatment, 
candidates for public services and men entering the armed 
forces. If this cannot be complied with, the person shall be 
urged to seek BCG immunization, which shall be facilitated 
whenever possible. 

“Section [V—The executive branch of the government is also 
authorized to contract, through the National Service of Tuber- 
culosis, with the Ataulpho de Paiva Foundation of Rio de 
Janeiro, and with other organizations with similar aims or 
similar technical equipment and personnel, for the preparation 
and furnishment of BCG immunization material, to be produced 
under the control of specialized technicians. 

“Section V—A sum of 3 million cruzeiros [$150,000] is appro- 
priated to cover the expenses of the services authorized by 
this law.” 

The Brazilian medical profession is strongly divided about 
the subject of this law, many doctors maintaining that it is 
not even clear whether this means compulsory immunization 
or not. It is also feared that the enforcement of such a law 
may be the cause of more difficulties for birth registration, 
school attendance and hospitalization, which are markedly 
insufficient in Brazil. 
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PITUITARY TUMORS 


Four groups of tumors occur in the pituitary region. The 
one responsible for amenorrhea is a chromophil tumor; a pre- 
dominance of eosinophils is found with that tumor. Amenorrhea 
does not develop until changes take place with a sort of 
dispituitarism. 

Second and most common is the chromophobe adenoma, 
which develops much like an adenoma of the thyroid, since it 
develops in the anterior part of the gland which has to do 
with the endocrines. When the tumor becomes of sufficient 
size either to destroy or to invade part of the anterior lobe 
all the dispituitary symptoms occur. Also there is a peculiar 
change in the skin, which becomes thin. If the patient is a 
male the beard will become thin and sparse. 

The third type is the basophilic adenoma (Cushing’s syn- 
drome). The odd changes which the patient goes through, 
include an increase in blood pressure and a striation of the 
abdominal skin. There is an excessive gain in weight. The 
patient may not have filling defects as a result of the growth 
because the tumors are not large. Then, too, the tumor may 
be associated with other endocrine gland disturbance, such as 
those of the adrenal. A headache can occur with all of them. 

Probably most common is the glioma. As the tumor grows 
there is an erosion and flattening of the cella and as long as 
there is room for the tumor to settle into the sinus little pain 
is present. Once the tumor is enlarged pain situated back of 
the eye, between the eyes and sometimes in the transtemporal 
area, develops. 

Fourth is the so-called craniopharyngeal pouch tumor, which 
originates from the stump of the pituitary gland. It may drop 
into the third ventricle just as well as grow downward into the 
sella. When it does papilledema and violent headache com- 
parable to the ones produced by tumors of the brain occur. 

Qvestion: Why do not histologically malignant brain tumors 
metastasize ? 

ANSWER: Most of these tumors of the gliomatous type are 
in the cortex and are at the end of the blood vessels. They 
represent lesions that do not come in direct contact with the 
large vessels except the meningiomas. The meningiomas are 
invariably incapsulated and they do not break off easily or 
throw off cells. 

There are two tumors that do metastasize, the most common 
being the medulloblastoma, a cellular undifferentiated tumor 
that usually arises in the vicinity of the fourth ventricle, and 
these cells do break off and implant themselves on all of the 
surfaces of the arachnoid and down through the spinal canal. 
These tumors arise in the lobar area and out over the surface 
of the brain. These implants are carried with the cerebro- 
spinal fluid as it is reabsorbed through the various villi. Their 
failure to metastasize like ordinary carcinomas I presume is 
due to the fact that they do not grow into blood vessels as 
these other tumors do.—Answers by Dr. Alfred W. Adson, 
Rochester, Minn., to questions at the Second Round Table 
Luncheon, Annual Cancer Conference, Denver, July 15, 1948, 
edited from material published in Rocky Mountain Medical 
Journal, November 1948, page 1015. 


VENOUS THROMBOSIS AND PULMONARY 
EMBOLISM 


Modern prophylactic methods can materially reduce the inci- 
dence of postoperative thromboembolism. This decreased inci- 
dence is due primarily to the use of proximal vein ligation 
and/or anticoagulants, but recent improvements in pre- and 
postoperative care have also played a definite role. Allen and 
associates have been the foremost advocates of vein interruption. 
Heparin has been used most exensively in Sweden and “dicu- 
marol” has been favored in this country by Barker and others. 
Each of these methods, or combination of methods, has its firm 
advocates, but experience has shown that any one of the three 
can be effective when properly used. . . . 

These methods present serious problems. Routine prophy- 
lactic bilateral vein ligation entails an added operating room 
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procedure. Many surgeons view with alarm large scale normal 
vein ligation, and there is reason to believe that edema of the 
legs and other complications occur in some individuals as a 
result. Routine prophylactic postoperative anticoagulants require 
very careful laboratory control if they are to be both safe and 
effective. This is especially true with “dicumarol,” as the 
dosage must be individualized for each patient and plasma pro- 
thrombin activity must be determined daily during the treat- 
ment. This is a major technical and economic problem for the 
well equipped hospital and an insurmountable prdblem in the 
hospital with inadequate laboratory facilities. If the problem 
of thrombosis is approached statistically, only about 6 per cent 
of postoperative patients require prophylaxis, but there has been 
no proven method by which this relatively small group can be 
distinguished from those patients who will not have thrombosis. 
Our recent experience indicates that the prothrombin activity 
of the plasma in the postoperative period may serve as a helpful 
test in predicting those patients who are liable to thrombo- 
embolic complications—Rachel S. Sandrock, M.C., and Earle 
B. Mahoney, M.D., Prothrombin Activity, Annals of Surgery, 
September 1948. 


Medical Motion Pictures 


FILM REVIEWS 


Cancer: The Problem of Early Diagnosis. 16 mm., color, soun!, 1,200 
feet (1 reel), showing time thirty minutes. Sponsored by the American 
Cancer Society and the National Cancer Institute of the Public Health 
Service. Produced in 1949 and procurable on purchase ($150) from 
Audio Productions, Inc., 630 Ninth Avenue, New York 19, or on loin from 
State Cancer Societies, State Health Departments and regional «+)ots of 
Association Films, New York, Dallas, Chicago and San Francis: 

This film was designed as the first of a series of motion pic- 
tures to emphasize for the general practitioner of medicine the 
importance of early suspicion, accurate diagnosis and e/fective 
treatment in the handling of cases of cancer. Opening with a 
short sequence showing Dr. Billroth performing the first gastric 
resection for cancer of the stomach (1881), the film moves 
rapidly to the modern attack on gastric carcinoma. In succession 
each of the most deadly forms of cancer—for example, that of 
the stomach, breast, large bowel, cervix and lung—is discussed. 
In each site the means of early suspicion, accurate diagnosis and 
effective treatment are shown and the mortality with late diag- 
nosis graphically contrasted with the mortality with early diag- 
nosis. The film should be of great interest and value not only 
as a means of reemphasizing important facts about cancer for 
hospital staffs and general practitioners but also for introducing 
the subject and giving an over-all view of the cancer problem 
to medical students. It is hoped that the succeeding films in 
the series will be as well planned, well organized and carefully 
produced and that there will not be a long delay in their release. 
The photography, animation and narration are excellent. 


Families First. 16 mm., black and white, sound, 600 feet (1 reel), 
showing time seventeen minutes. Prepared by The New York State 
Youth Commission. Produced in 1948 by RKO Pathe, Inc. Procurable 
on loan within the State of New York from Supervisor, Film Library, 
New York State Department of Commerce, 40 Howard Street, Albany 1, 
and procurable on purchase from New York State Youth Commission, 
30 Lodge Street, Albany, N. Y. 

This motion picture is a dramatic portrayal of the relation 
of the home to the formation of character and behavior patterns 
in children, and the efforts of community organization to meet 
the needs of the family. A series of episodes in the everyday 
life of two contrasting families, one of the sharing and the 
other the nonsharing type, reveals ways in which the essential 
needs of children can be supplied. A child grows up only 
once and grows as the parents shape him. The film clearly 
depicts that children without a sense of security have no sense 
of responsibility. It illustrates that children seek to satisfy four 
fundamental needs, security, affection, recognition and new 
experiences, and that inadequate home training and friction 
between parents in front of their children may be underlying 
causes for juvenile delinquency. Throughout the film, emphasis 
is placed on environment alone rather than individual differences 
that contribute to the adjustment of the child. 
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The final purpose of the film is to be of assistance in develop- 
ing children into healthy, happy and law-abiding citizens, and 
it can be effectively used with urban adult groups, such as 
parent-teachers’ associations, civic and service clubs, high school 
and college students and juvenile delinquency officers. It lends 
itself well to a discussion of this most important subject. 
Technically, the film is well done. 


Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 


Narionat Boarp or Mepicat Examiners: Parts I and II. 
Centers, Feb., June and Sept. 1949. Part J]. April 1949. 
Mr. E. S. Elwood, 225 S. 15th St., Philadelphia 2, Pa. 


EXAMINING BOARDS IN SPECIALTIES 


Boarpv oF ANESTHESIOLOGY, INc.: Written. July 15. 
Various locations. Final date for filing application is April 15. Sec., 
Dr. Curtiss B. Hickcox, 745 Fifth Avenue, New York 27. 

Amesican Boarp oF DERMATOLOGY AND SYPHILOLOGY: Written, 
Various Centers, Feb. 17. Oral. New York City, April 1-3. Sec., 
Dr. George M. Lewis, 66 East 66th Street, New York 21. 

Amesican Boarp OF INTERNAL Mepicine: Oral. San Francisco, 
Feb, 8-10, 1949. New York City, March 23-25, Philadelphia, June 1-3. 
Written. Oct. 17, 1949. Final date for filin oopeeenen is May 1. 
Asst. Sec.-Treas., Dr. W. A. Werrell, 1 Main St., Madison 3, Wis. 

Amesican Boarp OF NEUROLOGICAL SURGERY: 


Various 
Exec. Sec., 


Oral. Chicago, June 


1949. Sec., Dr. W. J. German, 310 Cedar Street, New Haven, Conn. 
AmexicaN BOARD OF OBSTETRICS AND GYNECOLOGY, INc.: Oral. 
Chicass, May 8-14. Final date for filing Sec., 


y is April 1. 
Dr. laul Titus, 1015 Highland Building, Pittsburgh 6. 
Boarp OF OrpHTHALMOLOGY: Written. Jan. 14. Oral. San 
Francisco, March 21-24; New York, June 11-15; St. Louis, Oct. 15-19; 
Boston, Dec. Sec., Dr. S. J. Beach, 56 Ivie Rd., Cape Cottage, Maine. 
Amesican Boarp oF Ortuopepic Surcery: Part /. Various Centers, 


April 2nd May. Sec., Dr. Francis M. McKeever, 1136 W. 6th St., 
Los Angeles 14. 
Awexican Boarp oF OTOLARYNGOLOGY: New York, May 11-14; 


Chicago, Oct. 4-7. Sec., Dr. D. M. Lierle, University Hospital, Iowa City. 

AmexicaN Boarp oF PaTuHoLocy: Boston, April. Final date for filing 
application is March’1. Sec., Dr. Robert A. Moore, 507 S. Euclid Ave., 
St. Louis 10, Mo. 

American Boarp oF Pepiatrics: Oral. St. Louis, Feb. 18-20. Balti- 
more, May 3% Exec. Sec., Dr. John McK. Mitchell, 6 Cushman Rd., 

ont, a. 

American Boarp oF Puysitcat Mepicine: Atlantic City, June 4-5. 
Final date for filing application is March 15. Sec., Dr. R. if Bennett, 
30 N. Michigan Blvd., Chicago. 

American Boarp oF Prastic Surcery: Examinations are given in 
une and November of each year in the home town of applicants. Sec., 
reas. Dr. Louis T. Byars, 400 Metropolitan Bldg., St. Louis, Mo 

American Boarp oF PsycHiaTRY AND NEuROLOGY: Oral. May. Final 
date for filing application is Feb. 15. Sec., Dr. F. J. Braceland, 102-110 
Second Ave., S.W., Rochester, Minn. E 

American Boarp oF Surcery: Written. Various Centers, March 1949. 
Sec., Dr. J. S. Rodman, 225 S. 15th St., Philadelphia. 

American Boarp oF Urotocy: Feb. 1950. Sec., Dr. Harry Culver, 
7935 Sunnyside Road, Minneapolis 18, Minn. 


BOARDS OF MEDICAL EXAMINERS 


Atapama: Examination. Montgomery, June 28-30. Sec., Dr. D. G. 
Gill, 519 Dexter Ave., Montgomery. 


Ataska:* Juneau, March 1. Sec.-Treas., Dr. W. M. Whitehead, 
Box 140, Juneau. 

Arkansas: * Little Rock, June 9-10. Sec.. Dr. L. J. Kosminsky, 
Texarkana. Eclectic. Little Rock, June 9-10. Sec., Dr. C. H. Young, 
1415 Main St., Little Rock. 

Catirornta: Examination, Los Angeles, Feb. 28-March 3. Sec., 


Dr. Frederick N. Scatena, 1020 N St., Sacramento. 
Connecticut: * Hartford, March 8-9. Secretary to the Board, Dr. 
Creighton Barker, 258 Church Street, New Haven. 
District or Cotumsia:* Reciprocity, Washington, March 14. Sec., 
. George C, Ruhland, 4130 Municipal Building, Washington. 
Fioriva: * EAamination, acksonville, 26-28. Sec., Dr. 
Frank D. Gray, 12 N. Rosalind Ave., Orlando. 
Grorcia: Examination. June, Atlanta. and Augusta. Rectprocity. 
Atlanta, June. Sec., Mr. R. C. Coleman, 111 State Capitol, Atlanta. 
Guam: Endorsement. Agana, Last Friday ot each month. Sec., Capt. 
oe Youngkin, Dept. of Public Health, Guam, % F.P.O. San Francisco, 
Inptana: Examination. Indianapolis, d=. Sec., Board of Medical 
—, and Examination, Dr. Paul R. Tindall, 416 K. of P. Bldg., 
Napolis. 


lowa: Examination. lowa City, June 13-15. Sec., Dr. M. A. Royal, 
506 Fleming Bidg., Des Moines. 
,SENTUCKY: Examination. Louisville, June 15-17. Sec., Dr. Bruce 


nderwood, 620 S. 3rd St., Louisville 2. 


~_ to March 8-9. Sec., Dr. Adam P. Leighton, 192 State 
ortiand. 
Marytann: Examination, Baltimore, June 21-24. Sec., Dr. Lewis 


P. Gundry, 1215 Cathedral St., Baltimore. 
ASSACHUSETTS: Examination. Boston, March 8-11. Sec., Dr. George L. 
dt, 413 E. State House, Boston. 

ISSISsipPi: Jackson, June. Asst. Sec., Dr. R. N. Whitfield, State 
rd of Health, Jackson. 


OnTANA: Helena, April 4-6. Sec., Dr. O. G. Klein, First National 
Building, Helena. 
EBRASKA: * Examination. Omaha, June. Dir., Bureau of Examining 


hy Mr. Oscar F. Humble, 1009 State Capitol Building, Lincoln 9. 
EVADA: —— City, May 2. Sec., Dr. G. H. Ross, 112 N. Curry 
Tson City. 
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New Hampsuire: Concord, March 10. Sec., Board of Registration in 
Medicine, Dr. John S. Wheeler, 107 State House, Concord. 

New Jersey: Examination. Trenton, June 21-24. Sec., Dr. E. H. 
Hallinger, 28 West State Street, Trenton 8. 


New Mexico: Santa Fe, April 11-12. Sec., Dr. V. E. Berchtold, 
141 Palace Ave., Santa Fe. 

New Yorx: Examuation. Various Centers, Feb. 1-4. Sec., Dr. J. L. 
Lochner, Jr., 23 S. Pearl St., Education Bldg.. Albany. 

Oun10: Endorsement. Columbus, April 5. Written. Columbus, June. 
Sec., Dr. H. M. Platter, 21 W. Broad St., Columbus. 

Puerto Rico: Examination. Santurce, March 1. Sec., Mr. Luis Cueto 
Coll, Box 3717, Santurce. 

Soutn Carotina: Columbia, June 27-29. Sec., Dr..N. B. Heyward, 
1329 Blanding St., Columbia. 

Texas: Examination. Austin, June 16-18. Sec., Dr. M. H. Crabb, 
209 Medical Arts Bldg., Fort Worth 2. 

Utan: Examination. Salt Lake City, July. Sec., Dept. of Registra- 
tion. Miss Rena B. Lo:mis, 324 State Capitol Bldg., Salt Lake City. 

Vermont: Examination. Burlington, Feb. 3-5. Sec., Dr. F. J. Lawliss, 
Richford. 

VirGinta: Examination. Richmond, June 17-18. Reciprocity. Richmond, 
June 16. Dr. K. D. Graves, 631 First St., S.W., Roanoke. 

Wyominc: Examination. Cheyenne, Feb. 7. Sec., Ur. Franklin D. 
Yoder, Cheyenne. 

* Basic Science Certificate required. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Ataska: Juneau, Feb. 21-26. Sec.-Treas. Dr. C. Earl Albrecht, Box 
1931, Juneau. 

Arizona: Examination. Tucson, March 15. Sec., Dr. Francis A. Roy, 
Science Hall, University of Arizona, Tucson. 


CoLtorapo: Examination, Denver, Mar. 2-3. Sec., Dr. Esther B. 
Starks, 1459 Ogden St., Denver. 
Connecticut: New Haven, Feb. 12. Exec. Asst., State Board of 


Healing Arts, Miss Mary G. Reynolds, 110 Whitney Ave., New Haven 10, 
District oF Cotumsia: Examtnation. Washington, April 18-19. Sec., 
Dr. George C. Ruhland, 4130 Municipal Bldg., East, Washington. 


FLoripa: =? Seen, June 11. Sec., Mr. M. W. Emmel, 
i sity of Florida, Gainesville. 
Bemination. April, June and Oct. Sec.-Treas., Dr. 


Raymond N. Bieter, 105 Millard Hall, Univ. of Minnesota, Minneapolis. 


Oxianoma: Spring of 1949. Sec., Dr. Clinton Gallaher, 813 Braniff 
Blide.. Oklahoma City. 
Orecon: Portland, March 5 and June 18. Sec., Mr. Charles D. 


Byrne, State Board of Higher Education, Eugene. 


Ruope Is_anp: Feb. 9. Chief, Mr. Thomas B. 
Casey, 366 State Office Building, Providence. 

Scurm DakoTA: Vermillion. June 3-4. Dr. G. M. Evans, 310 E. 
15th St,. Yankton. 

Memphis, March 21-22. Sec., Dr. O. W. Hyman, 

874 Union Ave., Memphis 3. 

Wisconsin: Madison, April 2.. Milwaukee, June 4. Sec., Prof. W. H. 
Barber, Ripon College, Ripon. 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Charitable Hospitals: Liability for Negligence.—This 
was an action for the benefit of Frank Erwin, deceased, for 
damages for malpractice and negligence of the defendant hos- 
pital. From an order dismissing the hospital, the plaintiff 
appealed to the Supreme Court of Michigan. 

It is an admitted fact, said the Supreme Court, that the 
defendant hospital was organized for eleemosynary and charitable 
purposes and is being operated in accordance with those stated 
purposes. The doctrine of immunity of charitable hospitals 
from tort liability, held the Supreme Court, is firmly implanted 
in the law of Michigan, and we are not convinced that this 
doctrine should be changed by the court. Accordingly the 
judgment in favor of the defendant hospital was affirmed.—/n 
re Erwin’s Estate, 34 N. W. (2d) 480 (Mich., 1948). 


Drunkenness: Admissibility in Evidence of Chemical 
Tests for Intoxication.—The defendant was found guilty of 
driving a motor vehicle while under the influence of intoxicating 
liquor. From an order denying his motion for a new trial, he 
appealed to the district court of appeal, fourth district, Cali- 
fornia. 

One of the witnesses who testified during the trial was the 
physician who treated the defendant and the other injured per- 
sons the night of the accident. During the course of this treat- 
ment the physician, at the suggestion of the highway patrolman, 
took a blood sample from the defendant. The physician testified 
that he “did not believe” that he discussed the taking of the 
blood sample with the defendant and he was rather doubtful 
whether the defendant “knew anything much that went on... . 
although he did answer questions” and responded “by doing as 
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he was asked to do.” The blood specimen taken was delivered 
to a Dr. Neal at 8:30 the next morning for analysis of the 
alcoholic content. After showing his qualifications in that field 
and explaining the tests actually employed in making the blood 
analysis, Dr. Neal, over objections, was permitted to state that 
he found the alcoholic content to be 3.5 mg. of alcohol per cubic 
centimeter; that that means “that the amount of alcohol in the 
blood has.reached that measurement, and that is a measurement 
something like a weight or a volume like teaspoons or table- 
spoons of alcohol”; that “that much alcohol indicates a definite 
degree of intoxication. . . . Using a scale beginning with 0.5 
mg., it is questionable whether there is any effect from the 
alcohol in the blood. At 1 mg. there is the least perceptible 
effect from the alcohol. At the level of 2 mg. the amount of 
alcohol is sufficient definitely to interfere with a person’s ability 
to do skilled acts. At 3 mg. a state of distinct intoxication or 
distinct inability to perform ordinary acts is definite. At 4 mg. 
a person is dead drunk. He loses consciousness as a rule”; 
that “a person with a 3.5 mg. result would be definitely under 
the influence of intoxicating liquor . . .” and “his ability to 
drive an automobile safely on the highway” would be impaired; 
that “it would not be safe for him, a man with a 3.5 result, to 
be on the highway driving an automobile”; that he ran this test 
twice to “prevent experimental errors or to prevent an error in 
performance . . . and in both tests it came out 3.5.” 

It was the defendant's contention that this line of testimony 
should not have been admitted in evidence during the trial on 
the ground that the sample was taken without his consent or 
knowledge and while he was suffering from shock and cerebral 
concussion, and was therefore in violation of Article 1, section 
13 of the state constitution and the fifth amendment to the 
federal constitution. In support of this contention, he cited a 
number of cases previously decided by the California courts. 

Cases involving the admissibility of evidence as to scientific 
analytic tests for intoxication, said the court of appeal, based on 
alcoholic content of the specimen of some bodily fluid, such as 
blood or urine, or of the breath, are correlated in 127 A.L.R., 
p. 1513. It would appear that on the laying of a proper founda- 
tion such evidence is admissible where there is no other evidence 
of compulsion or entrapment; but where the accused is com- 
pelled to submit to such tests against his will, some states hold 
that it violates his constitutional right in that he may not “be 
compelled to give testimony against himself” and on proper 
objections the results of the test are inadmissible. Continuing, 
the court of appeal said that the privilege against self incrimina- 
tion, however, does not preclude the introduction of physical 
disclosures a defendant is forced to make or the results of tests 
to which he has involuntarily submitted; that the privilege only 
protects the person from any forced disclosures made by him, 
whether oral or written; and that it is limited to the protection 
against testimonial compulsion. In State v. Cram, 176 Or. 577, 
160 P. (2d) 283, where the facts were similar and the same 
question was presented, it was said that the admission of testi- 
mony concerning the alcoholic contents of'a blood sample taken 
from an automobile driver following an accident and at a time 
when he was unconscious and under arrest and where there was 
a subsequent prosecution for manslaughter based on death as a 
result of such accident, was not a violation of defendant's con- 
stitutional privilege against self incrimination. In the circum- 
stances here related, the court of appeal concluded, it cannot be 
said that the trial court erred in overruling the defendant's 
objection to the admissibility of such evidence. This and other 
contentions of the defendant being overruled, the conviction by 
the trial court was sustained.—People v. Tucker, 198 P. (2d) 941 
(Calif., 1948). 


Malpractice: Liability of Physician for Morphine 
Addiction of Patient Following Administration by Phy- 
sician.—The plaintiff sued for damages alleged to have resulted 
from the malpractice of the defendant physician. The jury 
found in favor of the plaintiff, but the trial judge entered a 
verdict for the defendant. Accordingly the plaintiff appealed 


to the Supreme Judicial Court of Massachusetts. 

On Dec. 25, 1939, the plaintiff was suffering from nausea, 
but the defendant, without any complaint of pain by the plaintiff 
and without any physical examination or questions as to a 
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medical history, gave the plaintiff a hypodermic injection of 
morphine, which was repeated twice that day. Early in 1940 
the defendant gave her another injection in similar circum- 
stances, and in 1941 he gave her occasional injections, until by 
July she was receiving about two injections a week; by the 
end of August she was receiving an injection every day, by 
September twice a day and by October three times or more a 
day, until the plaintiff's husband ordered the defendant from 
the house and threatened to “clean him up.” Thereafter the 
plaintiff became “jumpy and nervous,” and two days later, 
“after telephoning about every doctor in Adams for morphine,” 
she experienced a complete blackout and was taken to a hospital 
suffering from morphine addiction described as “one quarter 
the way along to confirmed addiction.” The plaintiff testified 
that she had never stated that she had pain until after the 
defendant had ceased giving her the injections. In 1944 she 
had her gallbladder removed. She said that a stone was found 
and that after the operation the nausea she had had since 1939 
ceased. There was medical evidence that the plaintiff's nausea 
was caused by her gallbladder trouble and that it was possible 
to have gallbladder trouble with nausea but without pain. 
Finally, there was expert evidence that it was not proper medical 
practice to administer morphine to a patient who complained 
of nausea but not of pain, or over a period of time when there 
was no pain involved or to continue giving morphine in the 
absence of a diagnosis of a condition that could not be cured. 

On the basis of this evidence, said the Supreme Judicial Court, 
the jury could have found that the defendant, in administering 
morphine to the plaintiff over a long period of time with con- 
stantly increasing frequency until she became to a considerable 
extent addicted to the drug, failed to observe the standard of 
skill and care required of him as a physician. Continuing, the 
court said that it could not be ruled as a matter of law that 
the plaintiff was guilty of contributory negligence or that she 
assumed the risk of addiction. It is true, said the court, that 
the plaintiff knew she was getting the injections and that 
eventually she sought them, and she testified that by about the 
last of July she was “beginning to get a little sneaky—starting 
to lie” and did not always tell the defendant the truth about 
her condition. She also testified that she did not know what 
the defendant was giving her, although in July she had a 
“suspicion,” and she knew it was something that was relieving 
her and making her feel “pretty high.” The jury, said the 
court, could have found that she knew she was getting mor- 
phine, but they were not obliged so to find. Much less were 
they obliged to find that she knew at what point addiction 
would begin, or that at any time before addiction became a 
fact she had ceased to rely on the superior knowledge of the 
defendant as to the amount of the drug that could safely be 
taken over a period of time. 

Furthermore, the court, continued, the defendant was not 
aided by the provisions of the general law that “a physician 
may personally administer any narcotic drug at such time and 
under such circumstances as he, in good faith and in the 
legitimate practice of medicine, believes to be necessary for 
the alleviation of pain and suffering or for the treatment of 
alleviation of disease.” This section, said the court, was intended 
merely to make it plain that physicians personally administering 
narcotics in good faith and in legitimate practice should be 
exempt from a series of penal provisions relative to the sale 
and distribution of narcotic drugs. It was not intended to 
relieve them from civil liability under principles of law applica- 
ble generally not only to physicians in all other matters relating 
to the practice of their profession but also to all those who 
hold themselves out as possessing peculiar skill and competence 
in other professions and trades. The Supreme Judicial Court 
therefore held that the judgment should be for the plaintiff but 
added that this decision rests on evidence of improper 
unprofessional conduct on the part of the defendant leading to 
addiction in the plaintiff and that nothing contained herein ne 
cause anxiety to an honest physician who administers narcotics 
to a patient in accordance with the prevailing standards of 
medical practice. Accordingly the verdict for the defendant 
was set aside and the verdict of the jury in favor of the plaintiff 
ordered to stand.—King v. Solomon, 81 N. E. (2d) 838 (Mass. 


1948). 
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AMERICAN 


The Association library lends periodicals to members of the Association 


“and to individual subscribers in continental United States and Canada 


for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1938 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 
Titles marked with an asterisk (*) are abstracted below. 


American Heart Journal, St. Louis 
36:321-480 (Sept.) 1948 


Analysis of Malformations of Heart Amenable to Blalock-Taussig Opera- 
tion. Helen B. Taussig.—p. 321. 

Coronary Artery Disease in Men Eighteen to Thirty-Nine Years of Age: 
Report of Eight Hundred Sixty-Six Cases, Four Hundred Fifty with 
Necropsy Examinations. W. M. Yater, A. H. Traum, W. G. Brown 
and others.—p. 334. 

"Stress and Electrocardiogram ir Induced Hypoxemia Test for Coronary 
Insufficiency. H. B. Burchell, R. D. Pruitt and Arlie R. Barnes. 


p. 373 


Myocarditis Associated with Acute and Subacute Glomerulonephritis. 
I. (ore and O. Saphir.—-p. 390. 

*Aneurssm of Coronary Arteries. D. H. Scott.—p. 403. 

Atria! Infarction with Diagnostic Electrocardiographic Findings. H. K. 
Hellerstein.—p. 422. 

Septal Infarction with Complete Heart Block and intermittent Anomalous 


Atrioventricular Excitation (Wolff-Parkinson-White Syndrome): Histo- 
logic Demonstration of ,Right Lateral Bundle. H. D. Levine and J. C. 

Atresia Associated with Interauricular and Inter- 
ventricular Septal Defects. J. B. Miale, A. L. Millard, T. J. Beno 
and G. S. Custer.—p. 438. 

Gangrene of Lower Extremities in Infants: Report of Two Cases. 1. H. 
Richter and I, A, Tainsky.—p. 443. 

Recurrent Spontaneous Mediastinal Emphysema Simulating Myocardial 
Infarction. P. C. Pellegrino and E. N. Silber.—p. 447. 
Malformations of Heart Amenable to Blalock-Taussig 

Operation.—Taussig reports on 600 patients of all ages with 

all types of malformations of the heart for whom the clinical 

diagnosis was lack of adequate pulmonary blood flow, and on 
whom the Blalock-Taussig operation was performed. The 
operation is of benefit to those patients in whom the structure 
of the heart is such that it is able to adjust to the altered 
circulation. This is the case in patients with the tetralogy 
of Faliot who have been greatly improved and who have an 
equally good chance of maintaining this improvement. The 
operation was also performed on 47 with atypical malformations 
of the heart with pulmonary stenosis and atresia. Improved 
by the operation were those with a cardiac contour similar to 
that of the tetralogy of Fallot with left axis deviation, those 
with partial rotation of the heart on its axis, possibly those with 
pulmonary stenosis and an auricular septal defect in the absence 
of a ventricular septal defect and a few with unusual arrhythmia. 

The cardiac reserve and the ability of the heart to adjust to the 

altered circulation was best demonstrated by the postoperative 

course of 220 patients who were discharged improved and 
followed for a period of more than two years. Less than 

5 per cent of these patients have shown progressive cardiac 

enlargement or died of cardiac failure. Thirty per cent have 

shown no increase in heart size. Thirty per cent have shown 

Merease in heart size during the first three weeks after opera- 

tion and then have adjusted to the load, and 30 per cent have 

shown cardiac enlargement between the time of discharge and 

a six month check-up and thereafter have shown no further 

merease in heart size. The results from the use of the sub- 

clavian artery, as estimated by the oxygen saturation of the 
arterial blood, the red blood cell count and the hemoglobin 
level, have been as beneficial as when the innominate artery 
has been used for the anastomosis, and this former group of 

Patients has shown less increase in the size of the heart. 
Stress and Electrocardiogram in Induced Hypoxemia 
¢st.—Burchell and his co-workers carried out seven hundred 

and thirty induced hypoxemia tests for the diagnosis of coronary 

is after the method of Levy, the patient breathing a 
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mixture of 10 per cent oxygen in nitrogen. In selected cases 
the test has been of great assistance in the diagnosis of coronary 
insufficiency. When coronary sclerosis of clinical magnitude 
is present, one may expect a positive result in about 50 per cent 
of cases. Two cases are cited to indicate that a similarly severe 
degree of coronary sclerosis may be present in patients with a 
negative or positive reaction to the test. The conclusion is 
drawn that, in many cases, coronary vasoconstriction is an 
important factor in determining whether an area of injury 
develops within the myocardium. In practically all patients 
increased ventilation occurs, and apparently there is a rough 
correlation between the extent of increase in ventilation and 
the degree of arterial hemoglobin saturation. The degree of 
arterial hemoglobin saturation is not the main factor which 
determines whether a positive or negative reaction to the test 
occurs in pefsons with coronary sclerosis. A physiologically 
unsteady state is present throughout the whole period of the 
induced hypoxemia, and comparisons cannot be justly made to 
determinations wherein equilibrium has been established. The 
brief duration of the test is a safety factor. The period of 
exposure to low oxygen tension may be shortened from twenty 
minutes to fifteen without significantly reducing the percentage 
of positive results. Patients with moderate hypertension and 
cardiac enlargement apparently give a positive reaction to the 
test only if coronary insufficiency related to coronary sclerosis 
is also present. The electrocardiographic changes follow a 
pattern which is consistent with, and supportive of, the concepts 
of the dipole theory as they are related to a myocardial injury 
wherein the more seriously affected cells lie in the endocardial 
layer. The disturbed myocardial state giving rise to the electro- 
cardiographic changes during the test may exist independently 
of the physiologic stimulus for pain. 


Aneurysm of the Coronary Arteries.—Scott suggests that 
aneurysms of the coronary arteries be considered as localized 
or diffuse and that the localized be further classified into four 
main groups: congenital, mycotic-embolic, syphilitic and arterio- 
sclerotic. All diffuse aneurysms of the coronary arteries appear 
to be on a congenital basis. A total of 47 localized aneurysms 
have been reported since the first report in 1812; they may be 
divided in 15 congenital, 12 mycotic-embolic, 6 syphilitic, 6 
arteriosclerotic, 4 of other types and 4 unclassified. The common 
complications of the condition are rupture, thrombosis and asso- 
ciated myocardial disease. When a localized aneurysm occurs, 
the left coronary artery is the more frequently involved and the 
condition is usually single. In a diffuse aneurysm, the right 
coronary artery is more commonly affected. There are no 
pathognomonic clinical findings. Men are much more frequently 
affected than women. One case of coronary aneurysm in a man 
aged 84 is reported; there were no cardiac complaints during 
life, and at autopsy there was observed an anomalous coronary 
circulation with multiple aneurysms, the largest of which mea- 
sured 10 by 8.0 by 8.0 cm. The case is of particular interest 
as an illustration of the extent to which an abnormality can be 
present in the heart without causing symptoms. 


American Journal of Ophthalmology, Cincinnati 
31: 1053-1192 (Sept.) 1948 


Optic Neuropathies: Simplified Classification and Outline for Etiologic 
Diagnosis. Estelle Doheny Eye Foundation Lecture. A. C. Woods. 
—p. 1053. 

Use of Bacitracin in Ocular Infections: Part I. Tolerance and Perme- 
ability in Rabbit Eye. J. G. Bellows and C. J. Farmer.—p. 1070. 

Surgery of Congenital Cataracts. F. C. Cordes.—p. 1073. 

Prevention and Management of Complications of Cataract Extraction. 
J. S. Guyton.—p. 1085. 

Central Control of Intraocular Pressure by Active Principles. E. Schmeri 
and B, Steinberg.—p. 1097. 

Use of Placental Extract in Treatment of Herpetic Keratitis and Super- 
ficial Punctate Keratitis. B. Kronenberg.—p. 1101. 

End Results in Retinal Detachment. L. J. Croll and M. Croll.—p. 1107. 

Functional Organization of Third-Nerve Nucleus in Cat. P. C. Danis. 
—p. 1122. 

Essential Progressive Atrophy of Iris. M. A. Lasky.—p. 1131. 

Senile Macular Lesions. R. I. Lloyd.—p. 1135. 

Barriers and Aids to Fusion. Marianne Eyles.—p. 1147. 

Optic Atrophy in Diabetes Mellitus: Report of Three Cases in One 
Family. J. R. Stansbury.—p. 1153. 
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American Journal of Psychiatry, New York 
105:81-160 (Aug.) 1948 


Selection of Psychiatric Cases for Prefrontal Lobotomy. L. B. Kali- 
nowsky and J. E. Scarff.—p. 81. 
Evaluation of Leukotomy Results. F. Reitman.—p. 86. 
Psychiatry in The General Hospital. B. L. Keyes, R. S. Bookhammer 
and A. J. Kaplan.—p. 90. 
Presenile Psychosis: Report of Two Cases with Brain Biopsy Studies. 
P. Polatin, P. H. Hoch, W. A. Horwitz and L. Roizin.—p. 96. 
Early Senile Dementia in Mongoloid Idiocy. G. A. Jervis.—p. 102. 
Psychiatric Observations on Induced Vitamin B Complex Deficiency in 
Psychotic Patients. O. Kreisler, E. Liebert and M. K. Horwitt. 
p. 107. 
Graduate Residency Training in Psychoanalytic Medicine. S. Rado. 
p. 111. 
Mutual Dependency of Professional Training in Psychology and Psy- 
chiatry. J. G. Miller.—-p. 116. 
Proposed Classification of Psychotic Behavior Reactioms. Phyllis Wittman 
and W. Sheldon.—p. 124. 


American Journal of Surgery, New York 
76 : 233-348 (Sept.) 1948 


“Lumbar Herniations of Nucleus Pulposus: Analysis of 196 Operated 
Cases. E. S. Gurdjian and J. E. Webster.—p. 235. 

Fads and Fancy in Treatment of Peptic Ulcer. F. Cunha.—p. 244. 

"New Pregnancy Test: Use of Three Injections of Estrone in Oil. S. S. 
Garrett.—p. 261. 

Management of Anoxia During Pentothal Anesthesia. B. Etsten and 
H. E. Himwich.—p. 268. 

The Taleum Powder Evil. M. G. Seelig.—p. 272. 

Scalenus Anticus Syndrome Treated by Surgery and Skeletal Traction. 
A. F. De Palma.—p. 274. 

Modified Operation for Carcinoma of Rectum with Preservation of 
Sphincter. L. S. Altman and B. Kogut.—p. 281. 

Errors and Evils of Episiotomy. C. W. Barrett.—p. 284. 

Marsupialization: Surgical Procedure for Eradication of Pilonidal Cyst 
and Sinuses. S. J. Freund and M. D. Redding.—p. 286. 

Insertion of Smith-Petersen Pin. M. L. Quinn.—p. 289. 

Treatment of Head Injuries and Their Sequelae. W. P. E. Berwald. 


—p. 298. 

Acute Intussusception in Infancy and Childhood. C. W. McLaughlin Jr. 
—p. 306. 

Duo Liquid Adhesive: Its Uses in Neurosurgery. R. B. Cloward. 
313. 


Operation for Herniations of Nucleus Pulposus. — 
Gurdjian and Webster review observations on 196 patients who 
had pain low in the back with sciatic radiation and who were 
operated on during a six year period. In 28 patients no disk 
protrusion was found. Among these 28 there were 12 with 
varicosities of the outgoing root. In 7 patients it was thought 
that there was root compression by contiguous tissue and in 
8 others the relationships appeared normal. “Pantopaque” (ethyl 
iodophenylundecylate) or iodized oil U.S.P. myelography was 
carried out in 31 patients, but only in 21 did the myelographic 
and operative findings correspond. Every patient had roentgen 
studies of the spine, and in 27 significant coexisting spinal 
‘ abnormalities were noted. In 121 patients operation consisted 
of hemilaminectomy and exposure of the fourth and fifth inter- 
spaces on the affected side. Bilateral laminectomy was done 
in 23 cases, and combined hemilaminectomy at the fourth and 
fifth interspaces on the affected side with fusion of the lumbo- 
sacral spine was carried out in 52 patients. The fusion usually 
consisted of a tibial graft, cancellous bone and osteoperiosteal 
graft. The nonlaminectomized side was mainly used for the 
graft. Most of the patients with fusion were ambulatory in 
two weeks. Results obtained by operation in 80 patients were 
excellent or good in more than two thirds of the patients, fair 
in another 20 per cent and poor in 12 per cent. The authors 
conclude that in most cases operation may be deferred in the 
first attack of pain low in the back with sciatica, but that 
massive ruptured disk with severe neurologic defect deserves 
immediate operative treatment. 

New Pregnancy Test.— The new pregnancy test which 
Garrett has devised was suggested by results he obtained in 
the treatment of amenorrhea with estrone. The test has been 
used with slightly varying technic on some 250 patients without 
a single incorrect result. It consists of an intramuscular injec- 
tion of three doses of estrone in oil, 1 mg. each, over a period 
of five days in certain selected patients. Failure to menstruate 
within twenty-four hours after the last injection is interpreted 
as a positive test for pregnancy. The test is inexpensive and 
simple to perform in the office without the use of animals or 
the aid of an outside laboratory. The greatest shortcoming of 
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this test is that it is not applicable to a patient who is bleeding. 
As the test has been used on only 4 women approaching the 
menopause caution should be used in the interpretation of 
results in such patients until more data are available. 


American Review of Tuberculosis, New York . 
$8:139-254 (Aug.) 1948 


“Treatment of Tuberculosis with Streptomycin: Response of Certain 
—— and Chronic Types. K. S. Howlett Jr. and J. B. O'Connor 
p. 139. 
Thoracoplasty ae Under Local and Regional Anesthesia. M. Wein. 
stein.——p. 173. 
*Cavernostomy. E. E. Rockey, S. A. Thompson and I. Shiner.—p. 199, 
Significance of Pulmonary Tuberculosis when Associated with Broncho- 
genic Carcinoma. G. W. Drymalski and H. C. Sweany.—p. 203. 
Bronchial Tuberculosis Simulating Foreign Body in Child One Year 
_of Age: Report of Case. P. P. Vinson.—p. 207. 
Effect of Salicylic Acid on Growth, Morphology and Virulence of 
. M. Tuberculosis. R. J. Fitzgerald and F. Bernheim.—p. 210. 
Submerged Suspended Liquid Culture of M. Tuberculosis and Other 
Acid-Fast Bacilli Under Influence of Physical and Chemical Factors, 
H. J. Corper, M. L. Cohn and W. H. Frey.—p. 215. 
Effect of Phenylhydrazine in Experimental Tuberculosis. H. J. Corper 
and M. L. Cohn.—p. 230. 
Tuberculosis in the Feebleminded. P. A. Theodos.—p. 237. 
Streptomycin in Chronic Tuberculosis.—The two types 
which furnish the principal material for this report are: (1) 
chronically unstable tuberculosis of limited extent, which has 
continued to be active and to produce positive sputum in spite 
of prolonged treatment by conventional methods ; the chronically 
unstable course of disease in these patients cannot be adequately 
explained on the basis of persistent visible cavity or broncho- 
scopically visible endobronchial tuberculosis alone; this group 
of patients has been designated as “grumblers”; (2) subacute 
and chronic disseminated nodular pulmonary tuberculosis, which 
has failed to respond to treatment by bed rest. Streptomycin 
has produced temporary improvement in most patients in the 
group of “grumblers.” The principal evidence of this was the 
reduction or elimination of tubercle bacilli in sputum and gastric 
contents. Response has not been uniform, and relapses have 
already been observed in a small group of patients. Response 
of subacute and chronic disseminated nodular tuberculosis to 


streptomycin appears to be unequivocal. 


Cavernostomy.—Cavernostomy. according to Rockey and 
his associates is open drainage of a tuberculous cavity, which 
attacks the focus of the infection itself and leaves this part of 
the lung exposed to direct handling. In this method the tuber- 
culous cavity heals by sloughing its caseous wall, which is 
removed with the dressing. The procedure is not new, but it 
has been modified by many surgeons. The authors perform 
this operation in one or two stages. If the overlying lung tissue 
is atelectatic and the pleural layers are fused, the operation 
can be performed in one stage, as was done in 10 of the 22 
cases in which the authors performed cavernostomy. If the 
pleural layers are not adherent, the wound is packed with 
washed iodoform gauze for one week, after which time the 
cavity is opened at a second stage operation, as was done m 
12 of the series. The cavity should be localized with the help 
of posteroanterior and lateral roentgenograms, as well as fluoro- 
scopic examination in the same position in which the patient 
is to be placed on the operating table. Tomograms are also 
helpful in the localization of the lesion. The overlying skin 
area can be marked with intradermal injection of methylene 
blue or by other means. The overlying ribs are removed and 
the cavity is unroofed as widely as possible. The app 
may be anterior, posterior or lateral, but should be wherever 
the cavity is nearest to the chest wall. There is a striking 
difference in the result of the cases with bilateral active disease 
as compared to the ones with active disease limited to the 
operated side. Ten of the patients had active disease m both 
lungs; 6 are dead. Of the 4 living patients, only one is well in 
the sense that the pulmonary disease is controlled. In the 12 
cases with unilateral active disease, only 4 are dead. Of the 
8 living patients, 4 are well with the disease controlled, y 
clean or healed, and no tubercle bacilli demonstrable m the 
sputum. Four are clinically improved with the pulmonary dis- 
ease probably controlled, and tubercle bacilli are discharged 
the sputum only occasionally. Thus 12 of 22 tuberculous patients 
in whom the prognosis seemed hopeless are alive and 5 are 
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well. Another 5 patients are clinically improved, but 2 of these 
probably will not get well. However, even in these 2, life has 
been extended and symptoms have cleared to a great extent. 
The indications for cavernostomy in these 22 patients were: 
(1) bilateral, far advanced disease with controlled contralateral 
side and one or more large cavities present on the active side; 
(2) unilateral disease presenting the same type of disease on 
the active side as noted, for which more extensive surgical 
treatment was contraindicated because of a low respiratory 
capacity; (3) existence of a residual cavity under a thoraco- 
plasty where revision of the thoracoplasty or excisional surgery 
was contraindicated; (4) bilateral, far advanced disease with 
the disease active on both sides and one or more cavities present 
on the operative side. 


Bulletin of the Los Angeles Neurological Society 
13:129-180 (Sept.) 1948 
*Neurological Manifestations of Lupus Erythematosus and Periarteritis 
Nodosa: Report of Ten Cases. R. P. Sedgwick and K. O. Von Hagen. 
—p. 129. 
Ancestry of Neuropathology. Sir Robert Carswell, Dean of the English 
Atlas-Makers. C. B. Courville.—p. 143. 


Bitempora! Hemianopia and Apparent Fracture of Posterior Clinoids 
Resulting from Severe Cranial Injury: Review of Literature and 
Report f Case. 3. Ss. Mense.—p. 165. 

Treatment of Tuberculous Meningitis with Streptomycin: Report of 
Case. H. M. Cuneo.—p. 171. 

*Birth Primacy and Idiopathic Epilepsy. J. M. Nielsen and F. O. Butler. 


—p. 176. 

Neurologic Manifestations of Lupus Erythematosus 
and Periarteritis Nodosa.—According to Sedgwick and Von 
Hagen lupus erythematosus and periarteritis nodosa are mem- 
bers of a poorly understood group known as the “collagen 
diseases.” These diseases involve essentially the dispersed con- 
nective tissues (hence they are “system diseases”), and for this 
reason any organ in the body can be affected. Since the nervous 
system is not exempt, the presenting symptoms may be of a 
neurologic nature. The case records of all Los Angeles County 
Hospital patients in the past ten years who were suspected of 
having had either disease were examined by the authors to 
determine whether any consistent neurologic pattern could be 
established as an aid to diagnosis. They say that all of the 
nervous system lesions of each disease can be explained (a) 
directly by focal vascular disease resulting in occlusion of 
hemorrhage and (b) indirectly by reason of renal involvement 
resulting in hypertension and/or azotemia, or by hemorrhage 
from thrombopenia. Five cases of lupus erythematosus with 
involvement of the nervous system are presented: The first 
showed toxic psychosis and meningeal reaction; the second 
neuronitis including albuminocytologic dissociation in the spinal 
fluid; the third focal vascular central nervous system lesions ; 
the fourth cerebral hemorrhage due to thrombopenia, and the 
fifth Sydenham’s chorea followed shortly by lupus erythema- 
tosus and a toxic psychosis. Five cases of periarteritis nodosa 
with involvement of the nervous system are presented: One of 
these presented a picture of a true polyneuritis presumably due 
to generalized mononeuritis ; 2 others mononeuritis multiplex; a 
fourth focal cerebral vascular lesions followed by mononeuritis 
multiplex, and the last occlusion of retinal artery, retinal 
hemorrhage and probable multiple cerebral thrombosis. Because 
of their disseminated pathologic changes no consistent neurologic 
syndrome can yet be defined for either disease. Lupus erythe- 
matosus manifests itself neurologically chiefly by central ner- 
Vous system syndromes, while periarteritis nodosa chiefly affects 
Various peripheral nerves. 

Birth Primacy and Idiopathic Epilepsy.—Nielsen and 
Butler say that in a previous study of birth sequence as related 
to etiology of “idiopathic” epilepsy slightly over 100 cases were 
reported from private practice in which it was shown that 
about 60 per cent of the patients were firstborn. When a group 
of 992 epilepsy records became available in a home for feeble- 
minded, a further investigation of this problem was undertaken 
in order to determine whether birth and birth trauma played 
a role in the causation of epilepsy. After exclusion of all 
cases of postnatal causation and those with deficient data there 
remained 780 for analysis. There were 279 firstborn and 501 
of subsequent births. The incidence of known birth trauma 
Was essentially the same in firstborn and others. On the other 


hand, of all epilepsy in the group 35.8 per cent occurred in first- 
born children. As there was an average of 4.2 children per 
family and as the remaining 64.2 per cent of cases of epilepsy 
must be distributed among the remaining 3.2 siblings, the average 
per sibling of those subsequently born is 20 per cent. The ratio 
of 35.8 to 20 gives 1.79 to 1. The chances of a firstborn child's 
having epilepsy is therefore 1.79 or little short of twice that 
for a sibling (of subsequent birth) in this group. 


Iowa State Medical Society Journal, Des Moines 
38 : 399-434 (Sept.) 1948 


Treatment of Carcinoma of Cervix. R. S. Cron.—p. 399. 

Poliomyelitis in Children: A Clinical Study. C. K. Kobayashi and 
J. L. Kehoe.—p. 402. 

Early Recognition and Treatment of Some Hip Joint Osteochondral 
Deformities. J. W. Graham.—p. 407. 

Some Problems in Refraction. L. F. Steffens.—p. 410. 

Contact Lenses. P. J. Leinfelder.—p. 413. 


Journal of Clin. Endocrinology, Springfield, Ill. 
8:637-704 (Aug.) 1948 


Page Out of History of Hyperparathyroidism. F. Albright.—p. 637. 

Death, Probably Due to Potassium Deficiency, Following Control of 
Diabetic Coma. C. S. Logsdon and T. H. McGavack.—p. 658. 

Studies on Nonspecific Cholinesterase in Serum of Human Female. 
M. E. Davis, Evelyn Ai-Feng Yu and N. W. Fugo.—p. 666. 

Electroencephalogram in Hypoparathyroidism with Tetany and Epilepsy. 
H. Gotta and J. B. Odoriz.—p. 674. 

Diabetes Mellitus Followed by Addison’s Disease and Hypothyroidism, 
Simulating Panhypopituitarism. D. E. Bernstein.—p. 687. 

Fertility and Dysgerminoma Ovarii. T. L. Ball and C. T. Javert. 
—p. 694, 


Journal of Clinical Investigation, Boston 
27:565-690 (Sept.) 1948. Partial Index 


Effect of Anemia and Polycythemia on Digital Intravascular Blood 
Viscosity. M. Mendlowitz.—p. 565. 

Homologous and Heterologous Antibody Response of Infants and Chil- 
dren to Multiple Injections of Single Strain of Influenza Virus. 
J. J. Quilligan Jr., Elva Minuse and T. Francis Jr.—p. 572. 

*Effect of Spontaneous and Artificially Induced Fever on Liver Function. 
M. H. Hicks, H. P. Holt, J. L. Guerrant and B. S. Leavell.—p. 580. 

Effects of Cardiac Glycosides on Dynamics of Circulation in Congestive 
Heart Failure: I. Ouabain. R. A. Bloomfield, B. Rapoport, J. P. 
Milnor and others.—p. 588. 

Biliary Excretion of Bromsulfalein as Test of Liver Function in Group 
of Patients Following Hepatitis or Serum Jaundice. C. W. Wirts Jr. 
and B. K. Bradford.—p. 600. 

Studies on Mucoproteins of Human Plasma. R. J. Winzler, A. W. 
Devor, J. W. Mehl and Irene M. Smyth.—p. 609. 

Estimation of Hepatic Blood Flow and Splanchnic Oxygen Consumption 
in Heart Failure. J. D. Myers and J. B. Hickam.—p. 620. 

Evaluation of Effective Dosage of Caronamide (4-Carboxyphenylmethane- 
sulfonanilide) for Suppression of Tubular Excretion of Penicillin in 
Children. F. B. Corneal, G. Hildick-Smith, Mary B. Fell and T. F. 
McNair Scott.—p. 628. 

Renal Oxygen Consumption in Man During Abdominal Compression. 
S. E. Bradley and M. H. Halperin.—p. 635. 

Effect of Exercise on Renal Plasma Flow in Normal Male Subjects. 
C. B. Chapman, A. Henschel, J. Minckler and others.—p. 639. 

Renal Clearance of Endogenous “Creatinine” in Man. J. Brod and J. H. 
Sirota:—p. 645. 

Studies on Amino Acid Metabolism. A. de Vries and B. Alexander. 
—p. 655. 

Auriculotemporal Syndrome: Clinical and Pharmacologic Study. A. S. 
Freedberg, R. S. Shaw and M. J. McManus.—p. 669. 


Effect of Fever on Hepatic Function.—Observing the 
behavior of several hepatic function tests in various disorders 
during the war in Italy, Hicks and his associates gained the 
impression that abnormal results occurred frequently in con- 
ditions other than infectious hepatitis and led them to suspect 
that fever exerted an important influence on the rate of sulfo- 
bromophthalein sodium clearance. This suggested the impor- 
tance of studying the effect of artificially induced fever on 
hepatic function. Such a study has been completed on patients 
on the wards of the University of Virginia Hospital. The 
patients studied fell into four groups: (1).those with acute infec- 
tious hepatitis, (2) those with tertian malaria, (3) those with 
primary atypical pneumonia and (4) those with miscellaneous 
conditions. The choice of tests was limited by the circum- 
stances under which the studies were performed. The sulfo- 
bromophthalein hepatic function test was performed as modified 
by Mateer and others, and the cephalin-cholesterol flocculation 
test was done according to the method of Hanger. The authors 
found that abnormal sulfobromophthalein retention and abnormal 
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results of cephalin-cholesterol flocculation tests occur frequently 
in disorders other than infectious hepatitis. The highest inci- 
dence of abnormal cephalin-cholesterol flocculation reactions 
occurred during convalescence in a group of patients with 
atypical pneumonia. In all groups the incidence of abnormal 
sulfobromophthalein retention was much higher on days when 
fever was present. Fever induced by artificial means was 
associated with diminished sulfobromophthalein clearance, and 
it appears probable that diminished sulfobromophthalein clear- 
ance is due to impaired function of the cells in the liver. The 
temperature of the patient at the time the ‘est is performed 
must be considered in the interpretation of the bromsulfalein 
test. 
Journal of Immunology, Baltimore 
60:1-180 (Sept.) 1948 
Studies on Coagulase-Reacting Factor: II. Properties of Coagulase- 
Reacting Factor, and Relation to Blood Clotting Components. M. Tager 
and Harriet B. Hales.—-p. 1. 
Some Factors Influencing the Selection of Complement-Fixation Method: 
Il. Parallel Use of Direct and Indirect Technics. Christine E. Rice. 
Study of Fixed Rabies Virus Propagated in Brain of Guinea Pig Fetus. 
Chen Chen-Jen and S. H. Zia.—-p. 17. 
Relation of Antagonistic Coliform Organisms to Shigella Infections: 
|. Survey Observations. S. P. Halbert.—p. 23. 
Quantitative Assay of Neutralizing Antibody Content of Pools of Gamma 
Globulin from Different Sections of United States Against Viruses of 
Ilerpes Simplex, Lymphocytic Choriomeningitis and Epidemic Kerato- 
conjunctivitis. J. T. Heyl, H. F. Allen and F. S. Cheever.—p. 37. 
Inhibition’ of Iseagglutinin Activity by Human Plasma and Its Frac- 


tions. F. Homburger and M. Melin.—p. 47. 

Serologic Studies on Antigens from Histoplasma Capsulatum Darling. 
S. B. Salvin and G. A. Hottle.—p. 57. 

Complement Fixation Test in Yellow Fever Epidemiology: II. Develop- 


ment and Loss of Complement-Fixing Antibodies in Marmosets (Calli- 
thrix Peniciliata, C. Jacchus and Leontocebus Chrysomelas). A. Per- 
lowagora and T. P. Hughes.—p. 67. 

Ultraviolet Absorption Spectroscopy of Immune Precipitates. H. N. 
Eisen.—p. 77. 

Determination of Optimal Haemolysin Level for Use in Complement- 
Fixation Test. J. W. Fisher.—p. 85. 

Antigenic Relationships Between M, S, and R Phases of Streptococci 
and Their Diphtheroid Descendants. R. R. Mellon.—p. 91. 

Skin-Test Antigen Common to Five Viruses of Psittacosis-Lymphogranu- 
loma Group. L. Kilham.—p. 157. 


Ifemophilus Pertussis Soluble Antigen and Complement Fixing Anti- 


bodies. I. A. Parfentjev and M. E. Virion.—p. 167. 
Position of Wakefield Bacilli (Berger). <A. J. Weil and H. Slafkovsky. 
p. 173. 


Mice with 


Studies in Dysentery Vaccination: V. Immunization of 
Cooper 


Vaccine of Shigella Sonnei Administered by Gavage. M. L. 
and Helen M. Keller.—-p. 177. 


Journal Pharmacology & Exper. Therap., Baltimore 
93: 383-494 (Aug.) 1948. Partial Index 


Effect of Rutin on Coagulation Time of Rat Blood. M. B. Plungian, 
J. C. Munch and J. B. Wolffe.—p. 383. 

Comparative Study of Activity and Toxicity of Hexyleaine (1-Cyclo- 
hexylamino-2-Propylbenzoate); New Local Anesthetic Agent. K. H. 
Beyer, A. R. Latven, W. A. Freyburger and Mary P. Parker.—p. 388. 

“Effect of Sodium Bicarbonate on Renal Excretion of Salicylate. Florence 
Williams and J. R. Leonards.—p. 401. 

Effect of Various Sulfur-Containing Compounds on Alphanaphthylthiourea 
(Antu) Toxicity to Rats. L. Karel and B. J. Meyer.—p. 414. 

Comparison of Pressor Action of Alicyclic Derivatives of Aliphatic 
Amines. E. E. Swanson and K. K. Chen.—p. 423. 

Chemotherapeutic Studies on Series of Dithiocarbamates and Their Bis- 
muth Derivatives. A. Goth and F. J. Robinson.—p. 430. 

Adrenergic Blocking Drugs.: I: Comparisons of Effectiveness in Decreas- 
ing Epinephrine Toxicity in*Mice. E. R. Loew and Audrey Micetich. 


p. 434. 
Studies on Nitrate Esters: I. Nitrite-Producing Systems in Rabbit 
Tissues. F. W. Oberst and F. H. Snyder.—p. 444. 


p-Aminomethylbenzenesulfonamide (Sulfamylon): Its Determination in 
Biological Fluids, with Preliminary Report on Blood Serum Levels 
Obtained Upon Oral and Subcutaneous Administration. M. L. Heide- 
man Jr. and R. C. Rutledge Jr.—p. 451. 

Dynamics of Recovery and Measure of Drug Antagonism. 
of Smooth Muscle by Lysocithin and Antihistaminics. M. 
E. Silva and W. T. Beraldo.—p. 457. 

Sodium Bicarbonate and Excretion of Salicylate.— 
Williams and Leonards say that since Smull and others in 1944 
demonstrated that bicarbonate decreases the serum level of 
salicylate there has been renewed interest in the advisability 
of administering sodium bicarbonate during salicylate therapy. 
On the basis of studies the authors made on this problem they 
conclude that the administration of alkali to rats receiving 
sodium salicylate has no influence on the gastrointestinal absorp- 
tion of this drug. The oral administration of bicarbonate to 
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dogs receiving sodium salicylate causes a decrease in the serum 
salicylate level. This decline can be accounted for by the large 
increase in the excretion of salicylate in the urine. Sodium 
bicarbonate increases the clearance of salicylate four to nine 
times in a dog to values approaching the glomerular filtration 
rate. In human beings the action of bicarbonate on the salicylate 
clearance is not nearly so great. The salicylate clearance in 
human subjects is approximately equal to the urea clearance, 
but in the presence of administered bicarbonate the salicylate 
clearance rises above the urea clearance figure and also 
approaches the glomerular filtration rate. Sodium bicarbonate 
has no significant effect on the binding of salicylate by the 
plasma proteins of dogs or human beings.  Salicylates are 
excreted in the urine in the unchanged form and also as con- 
jugates with glycine and glycuronic acid. In dogs given intra- 
venous injections of sodium salicylate, 75 per cent to 90 per cent 
of the total salicylate is excreted in the free form. In human 
subjects given salicylate orally, only 30 to 50 per cent of the 
total salicylate is excreted in the free form. The administration 
of sodium bicarbonate mainly increases the output of the uncon- 
jugated salicylate. 


Kansas Medical Society Journal, Topeka 
49: 361-404 (Sept.) 1948 
Neuroses. B. L. Keyes.—p. 361. 
Fractures About the Ankle. J. F. Thurlow.—p. 367. 
*Onycholysis Due to Plastic Adhesive for Nail Lacquer. 

and R. L. Sutton Jr.—p. 371. 

Hysterectomy—-New Method of Suspending the Cervical Stump Following 

Abdominal Hysterectomy. L. K. Zimmer.—p. 373. 

Onycholysis Due to Nail Lacquer.—Winston and Sutton 
encountered within a short period of time several women with 
onycholysis of all or most of the fingernails. After a brief 
study it became apparent that this type of onycholysis was 
caused by the newly introduced cosmetic preparations of plastic 
adhesive intended to keep colorful nail lacquer in place. Within 
a few months of their commencing the use of such substances, 
patients, who applied, respectively, “perma-nail,” “nail-on” and 
“ever-on” noted thickening of the distal nail bed under the free 
margins of the nails and progressive, proximal separation of 
the nail accompanied by longitudinally streaked, brownish dis- 
coloration. The ingredients usually present in these special base 
coats are solutions of synthetic rubber of the Buna N type 
such as “perbunan” 35N560 modified by a phenol-formaldehyde 
type of resin such as “durez” 11078 or “bakelite” BR 17620, and 
dissolved in methyl ethyl ketone. Since the onychial damage 
done by various brands was clinically identical, it is assumed 
the chemical is similar in each. When the adhesive was left 
off, regrowth of the nails did take place. The collection of 
4 examples of a “new disease” in a few weeks of a dermatologic 
practice suggests that many cases are occurring. 


Military Surgeon, Washington, D. C. 
103: 169-250 (Sept.) 1948 
Medicine and War: 1948 Kober Lecture at Georgetown University, 
March 28, 1948. E. E. Hume.—p. 169. d 
Psychiatry in the Next War: Shall We Again Waste Manpower: 
A. R. Koontz.—p. 197. ; 
Neurosurgical Management of Wounded in Okinawa Campaign. J. WwW. 
Devine Jr. and H. W. Farr.—p. 202. 
Knife Blade Traversing Maxillafy Antrum and Remaining in Nose 
Six Years. A. J. Vadala and K. Somers.—p. 207. j 
*Typhoid Fever in Inoculated U. S. Soldiers. W. W. Tribby, A. H. 
Stock and F. B, Warner.—p. 210. : 
Frostbite: Subjective Case History in German Soldier. J. J. Silverman. 
—p. 216. 
Ideal Hospital for Paraplegic Patients. L. W. Freeman.—p. 219. 
Typhoid in Inoculated Soldiers.—Tribby and his asso 
ciates present observations on this problem in Italy and French 
Morocco. Eberthella typhosa was cultured from 45 
Salmonella paratyphi B from 10 inoculated soldiers in F 
Morocco and Italy. A small outbreak of typhoid in an — 
company was studied intensively. Two possible sources for 
outbreak were found: (1) polluted water and (2) spreading by 
food handlers. Some soldiers drank unchlorinated water, 
believing that they were completely protected by antityp 
vaccination. This false sense of security appeared to be shai 
not only by enlisted men and line officers but by some K 
officers as well. The dangerous belief of complete protection 
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may lead to unnecessary risk. The authors recommend early 

seizure and chlorination of captured foreign water supplies, 
. . . 

especially in view of the possibilities in modern warfare that 

bomb hits might mix sewage and drinking water. The con- 

tinued need for the consumption of waters which are potable 

hacteriologically should be better emphasized. 


New England Journal of Medicine, Boston 
239: 383-418 (Sept. 9) 1948 


Transtracheal Anesthesia for Bronchoscopy. D. E. Harken and A. M. 
Salzberg.—p. 383. 

*Coexisting Tuberculous and Meningococcal Meningitis: 
E. A. Riley.—p. 386. 

Prophylaxis Against Allergy: 
—p. 391. 

Unusual Complication of Miller-Abbott Intubation: 
J. E. Caruolo.—p. 396 

Primary Attack ot Vivax Malaria Occurring Twenty-Seven Months 


Report of Case. 
Pediatric Program. M. H. Shulman. 


Report of Case. 


After Infection. W. S. Jordan Jr.—p. 397. 
Proct logy. P. Hayden.—p. 399. 
Chronic Gastritis of Superficial Type, Superimposed on Hypertrophic 


Type.—p. 406. 

Metastatic Malignant Melanoma of Lung.—p. 408. 

Coexisting Tuberculous and Meningococcic Meningitis. 
—Riley presents a history of a man aged 26. What at the onset 
appeared to be an uncomplicated case of meningococcic menin- 
gitis terminated fatally with a tuberculous infection of the 
meninges, and was further complicated by the recrudescence 
of a malarial infection that the patient had contracted during 
his service in Sicily and Italy. The author reviews the litera- 
ture, collecting cases that have been reported since 1911. Most 
of these case reports are from the foreign literature. 
reported here is the first to be reported from American sources, 
and is approximately the thirty-fourth case of its type in the 
literature. The source of the tuberculous meningitis in the 
author's patient remains a mystery. No visceral focus of tuber- 
culosis was found in any of the organs examined. The clinical 


and pathologic evidence in the reported case suggests that the 
meningococcic infection may have activated a latent tuberculous 
focus. 


239:419-452 (Sept. 16) 1948 


W. N. Pickles.—p. 419. 


Epidemiology in Country Practice. 
D. S. Cristol, A. E. Bothe 


“Radioactivity and Urinary-Tract Calculi. 
and P. W. Grotzinger.—p. 427. 


Premedication and Anesthesia in Obstetrics: Current Practices at 
Boston Lying-in Hospital. B. B. Hershenson.—-p. 429. 
Familia! Hereditary Hemorrhagic Telangiectasia in Negro: Report of 


Case. S. O. Schwartz and B. E. Armstrong.—p. 434. 

Plastic Surgery: Skin Transplantation. B. Cannon.—p. 435. 
Brodie’s Abscess of Tibia.—p. 443. 
Mesenteric Venous Thrombosis.—p. 444. 

Radioactivity and Urinary Tract Calculi.—Cristol and 
his co-workers report a patient with a vesical calculus, multiple 
prostatic calculi and polycythemia vera. In an effort to bring 
the blood hematocrit level within normal limits prior to surgical 
treatment, it was decided to subject the patient to radioactive 
phosphorus therapy and thereafter to observe any changes in 
the size and configuration of the calculi. The first dose con- 
tained 6 millicuries, and the second, administered five months 
later, 10 millicuries. Periodically during the seven month period 
before operation, the calculus was observed radiographically and 
cystoscopically and appeared to grow larger. The bacterial and 
chemical constituents of the urine were also repeatedly exam- 
ined. When the hematocrit reading appeared optimal, supra- 
pubic removal of the vesical calculus, together with a revision 
ot the vesical neck, was undertaken. The patient made an 
uneventful recovery and left the hospital free from urinary 
symptoms three weeks after operation. The authors suggest 
that in addition to the dramatic and graphic representation of 
stone formation, the employment of the radioactive element may 
Prove to have many worth while uses in the study of formation 
of calculi in the urinary tract. This method might serve as a 
check on various proposed methods af preventing formation of 
additional stones. It gives an opportunity to observe, for 
example, the effect of an acid ash diet on the formation of alka- 
line stone. It also suggests the study of the effect of radioactive 
materials on associated infections of the urinary tract. The 
possible effects of residual radioactivity in calculi on the con- 
taining tissues are also under investigation. This is apparently 

first recorded case of removal of a radioactive calculus. 
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Occupational Medicine, Chicago 
5:131-248 (Feb.) 1948 


Outlook for Industrial Medical Service. R. L. Sensenich.—p. 131. 


Industrial Medicine and Medical Education. H. G. Weiskotten.-—p. 135. 

Statistics of Automobile Accidents for 1947. N. H. Dearborn.—p. 139. 

Industrial Medical Services and General Medical Care. J. R. McVay. 
—p. 144. 

History in the Making. M. Meyer.—p. 148. 

*Clinical Aspects of Occupational Cancer. W. C. Hueper.—p. 157. 

Program of Industrial Medical Service for Small Industrial Establish- 
ments: Proposed by Community Council for Industrial Health, Medical 

Society of County of New York. K. C. Peacock.—p. 166. 

Motor Vehicle Accidents: Handling the Immediate Situation. C. J. 
Potthoff.—p. 175. 
*Incidence of Functional Disease (Neurosis) Among Patients of Various 

Occupations. H. L. Smith and N. C. Hightower Jr.—p. 182. 

The Worker with Cardiac Disease in Industry. H. H. Steinberg. 

—p. 186. 

Nutritional Factors Affecting the Toxicity of Halogenated Hydrocarbons: 
Review. L. L. Miller.—p. 194. 

Clinical Aspects of Occupational Cancer.—Hueper points 
out that about one hundred and fifty years have. passed since 
the demonstration of soot as a carcinogenic agent and that about 
seventy-five years have gone by since it was shown that arsenic, 
tar and crude paraffin oil have such properties. In recent 
decades many other physical and chemical agents, which are 
part of the industrial environment, have been recognized as 
carcinogenic agents. There are indications that the entire width 
and variety of the exogenous carcinogenic spectrum is not known 
and that during the coming years new agents related to occupa- 
tional activity and industrial production may be discovered to be 
carcinogenic. Physicians engaged in industrial practice could be 
of great help in discovering carcinogenic agents if they would 
scrutinize all cancers occurring in workers for potential occupa- 
tional causation. The author discusses the incidence of occupa- 
tional cancer, known data on carcinogens and the treatment 
of occupational cancer. He also emphasizes the need of periodic 
examinations of workers in certain occupations. 


Neurosis in Various Occupations.—Smith and Hightower 
attempted to determine whether there exist differences in the 
incidence of functional disease among patients of various occupa- 
tions. A control study was made of 300 patients consecutively 
admitted to the Mayo Clinic. The following. occupation groups 
were studied: clergymen, dentists, farmers, housewives, lawyers, 
nuns, physicians, railroad engineers and school teachers. An 
additional study was made of a group each of Jews and 
unmarried women. Jews were studied because among them 
the incidence of neuroses is declared to be high, and the 
unmarried women were studied mainly as a control for the 
occupational group of nuns. The authors gained the impression 
that about a fourth of all adult patients examined at the clinic 
receive a diagnosis solely of neurosis and that the incidence of 
neuroses is somewhat higher among female than among male 
patients. The incidence of neuroses among patients of the Mayo 
Clinic may be slightly less than that among patients as they 
are examined by their home physicians, because probably more 
of those whose conditions are severe or complicated are referred 
to the clinic. The authors feel that the low incidence of neurosis 
in railroad engineers (9 per cent) may be partly explained by 
the fact that these men are older than were the members of 
most of the other groups. As persons become older, they tend 
to become less emotional. Most of the neurotic patients were 
somewhat younger than were members of the groups as a whole. 
Railroad engineers usually work as firemen for a long period 
and the chances are that if they are emotionally unstable or 
neurotic they will not be offered promotion to the status of 
engineer. Farmers gave the next lowest incidence of diagnoses 
of purely functional disease. Persons who do manual work 
seem to be less inclined to be neurotic than those who do other 
types of work. In public school teachers purely functional 
disease was found in 33 per cent. Functional plus organic 
disease was found in 21 per cent of the total. Thus 54 per cent 
of the teachers had some type of functional disease. This is the 
highest percentage of diagnoses of neurosis of all occupational 
groups. Percentages for other groups were 39 for clergymen, 
36 for housewives and 42 for nuns. The incidence of neurosis in 
Jews was no higher than in the controls. The study confirms 
that the incidence of neuroses among persons of various occupa- 
tions differs greatly. 
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Ohio State Medical Journal, Columbus 
44:865-968 (Sept.) 1948 


Case of Mercuric Chloride Poisoning Treated with British Anti-Lewisite 
(BAL). J. S. Frankel, S. Goodman and S. Hantman.—p. 897. 

Papanicolaou Test in Early Diagnosis of Uterine Cancer. C. E. Huf- 
ford and E. L. Burns.—p. 900. 

Curable Forms of Heart Disease. A. C. Ernstene and W. L. Proudfit. 
—p 904, 

Hyperinsulinism: Relief of Hypoglycemia by Removal of Pancreatic 
Islet Cell Adenoma. L. N. Irvin, T. D. Johnson and D. P. Foster. 
—p. 909. 

Total vs. Subtotal Hysterectomy with Special Reference to Carcinoma of 
Cervix-—-Analysis of 257 Personal Cases. J. J. McDonough.—p. 914. 

Short Wave Diathermy Treatment of Sulfonamide-Renal-Block. B. C. 
Wiley.—-p. 918. 


Pennsylvania Medical Journal, Harrisburg 


§1:1185-1376 (Aug.) 1948 


Differential Diagnosis of Poliomyelitis. J. J. Toland 3d.—p. 1205. 

Silicosis. C. E. Ervin, D. C. Stahle and P. B. Mulligan.—p. 1209. 

Surgery in Congenital Heart Disease. Grace S. Gregg, J. J. McAleese 
and F. J. Gregg.—p. 1216. 

Continuous Spinal Anesthesia in Gynecology. R. C. Nucci and Irene A. 
Shank.—p. 1219. 


Quarterly J. of Studies on Alcohol, New Haven, Conn. 
9:175-328 (Sept.) 1948 


Psychometric Differentiation of Alcoholics from Nonalcoholics. M. R. 
Manson.—p. 175. 

Function of Alcohol in Mohave Society. G. Devereux.—p. 207. 

Drinking and Dating Habits of 336 College Women in a Coeducational 
Institution. Carol A. Hecht, Ruth J. Grine and Sally E. Rothrock. 

p. 252. 

Economic Aspects of State Alcoholic Beverage Monopoly Enterprises, 
1937-1946. B. Y. Landis.—p. 259. 

Chinese Wine: Some Notes on Its Social Use. M. Moore.——p. 270. 


Radiology, Syracuse, N. Y. 
$1:297-452 (Sept.) 1948 

Roentgen Ray Diagnosis of Malignant and Potentially Malignant Lesions 
of Colon and Rectum. J. C. Bell and J. B. Douglas.—-p. 297. 

Mucosal Pattern of Terminal Heum in Children: Preliminary Report. 
Josephine Wells.—p. 305. 

Acute Small Intestinal Obstruction. I. H. Lockwood, A. B. Smith and 
J. W. Walker.—p. 310. 

Extrinsic Deformities of Colon. R. C. Pendergrass.—p. 320. 

Barium Sulfate in Saline Suspension: Examination of Presence of 
Partial Obstruction. G. M. Wyatt.-—-p. 326. 

*Roentgen Treatment of External Infections Due to Bacillus Anthracis. 
M. Riebeling.—p. 3353. 

*Roentgen Rays in Prevention and Treatment of Infections. J. F. Kelly, 
A. Dowell and J. E. Downing.—p. 341. 

Retrosternal Infiltration in Malignant Lymphoma. F. G. Fleischner, 
C. Bernstein and B. E. LeVine.—p. 350. 

Fluoroscopic Image Brightening by Electronic Means. J. W. Coltman. 
—p. 359. 

Hypervitaminosis A: Report of Two Cases in Infants. P. E. Rothman 
and E. Elizabeth Leon.—p. 368. 

Retroperitoneal Mucocele of Appendix: Case Report with Characteristic 
Roentgen Features. L. J. Bonann and J. G. Davis.—p. 375. 

Mobile Calcified Choroid Plexuses: Case Reports. M. Malbin.—p. 383. 

Uleer of Greater Curvature of Stomach: Benign or Malignant? Case 
Report of Benign Ulcer. W. A. Russell.—p. 387. 

Use of Adrenal Cortical Hormone in Radiation Sickness. F. Ellinger. 


p. 394. 
Effects of Radiation on Hemopoiesis. J. S. Lawrence, A. H. Dowdy and 


W. N. Valentine.—p. 400. 

Roentgen Treatment of Anthrax Infections.—Riebeling 
treated 36 Mexicans, 22 males and 14 females, with infections 
produced by Bacillus anthracis, by roentgen irradiation. In 16 
cases the disease appeared to be local or regional; systemic 

manifestations were present in 16, and 4 patients were in a 
* state of coma when first seen. Twenty-seven patients presented 
a single lesion, 8 presented two lesions and 1 presented four 
lesions. Seven patients had been treated previously by cauteriza- 
tion, by intravenous injection of bovine serum and by penicillin, 
respectively, without improvement. Patients with mild disease 
were treated by irradiation every twenty-four to forty-eight 
hours, the dose per field varying from 18 to 85 roentgens. In 
very ill patients treatment was instituted with a small dose to 
each field, usually 18 roentgens every twelve hours. The interval 
between treatments was increased after one or two days to 
twenty-four hours and later to seventy-two hours. Because of 
surface irregularities and the extent of involvement, some 
patients were treated through multiple fields. Treatment was 
given with radiation of 140 kilovolts, with filtration of 2.0 mm. 
of aluminum to 0.25 mm. of copper and aluminum. The usual 


. A. M. A, 
an. 29, 1949 


skin distance was 30 cm. All patients showed a prompt response 
to irradiation. Bacillus anthracis disappeared from the exudate 
from the primary lesion and general and local manifestations 
subsided. All patients were known to be free of symptoms 
within fifteen days to two months. No complications incident 
to treatment were observed. 

Roentgen Rays in Treatment of Infections.—According 
to Kelly and his co-workers, adequate dosage of roentgen ray, 
living tissues and a suitable time factor are essential to obtain 
beneficial effects in treating infections by irradiation. A girl 
aged 7 with tetanus was treated with large doses of antitetanys 
serum, phenobarbital, penicillin, streptomycin, tribromoethanol, 
orange juice and glucose. Roentgen treatment was started on 
the third day, as there was apparently no response to the 
previous measures. The patient was free of evidences of toxemia 
at the end of the first week, four days after irradiation was 
initiated, and fully recovered at the end of the second week. 
Because of the many methods of treatment employed it is 
impossible to attribute the result to any one of these. Roentgen 
therapy can be recommended for tetanus in conjunction with 
other measures. Roentgen treatment was practiced in a girl 
aged 15 who had her right humerus shattered; a severe gas 
infection developed despite the administration of penicillin and 
anti-gas gangrene serum and the use of surgical cleansing. 
Suspicious tissues were removed from the anterior part of the 
arm, the axillary area and the anterior chest wall. Little tissue 
was removed from the posterior chest wall, as the patient was 
too seriously sick to permit the manipulation required for this 
procedure. The tissues posteriorly were as badly infected as 
were the tissues anteriorly, but much of them recovered fully. 
There was good union of the main upper and lower fragments 
of the humerus. Amputation of an ‘extremity is not necessary 
for the successful treatment of gas gangrene if roentgen treat- 
ment is promptly instituted. Removal of tissues during the 
acute toxic phase of the disease is unnecessary. Due to the 
latent period of the effect of roentgen rays from eighteen to 
twenty-four hours, treatment must be started early. The authors 
are not convinced that the antibiotic will take the place of 
roentgen rays in the prevention or treatment of acute infection, 
but these drugs may be used simultaneously without ill! effects. 
Sulfonamide drugs should not be given in conjunction with 
irradiation. No patient should be allowed to die of bacterial 
toxemia without benefit of roentgen treatment. 


South Carolina Medical Assn. Journal, Florence 
44: 263-296 (Aug.) 1948 

Looking Backward in Pediatrics—Challenge for the Future. W. W. 
Quillian.—p. 263. ‘ 

Granuloma Inguinale—Report of 85 Cases Treated with Streptomycin. 
R. J. Zimmerman and G. C. Smith.—p. 267. 

Ten-Year Maternal Mortality Review—Greenville Hospitals. J. D. 
Parker and H. M. Allison.—p. 269. 


Southern Surgeon, Atlanta, Ga. 
14:611-670 (Sept.) 1948 


Control of Arrhythmias Occurring During Operation Upon Valves of 
Heart: Experimental and Clinical Observations. H. G. Smithy. 
—p. 611. 

ir an in Diagnosis and Treatment of Kidney Stones. H. L. Kretsch- 

Carcinoma of Breast: "Comparative Statistical Study. E. G. Ramsdell 

Treatment of Endometriosis. A. F. Burnside.—p. 645. 

Genital Malignancy in Female. R. A. Ross.—p. 651. ; 
Endometriosis.—Burnside operated in his private practice 

during the years 1938 to 1947 on 101 patients with endometriosis. 

There were 18 who had all of their ovarian tissue removed. 

Of the remaining 83 patients 12 had a subtotal and 43 a complete 

hysterectomy. Of the total number, 44 were left with the 

possibility of becoming pregnant and 7 actually became pres 
nant. Of the 65 women who could be followed up to the time 
of this study, 2 required a second operation, 2 had pain that 

was severe enough to warrant roentgen ray castration and 3 

are taking testosterone intermittently to control pain. Measures 

that help prevent endometriosis include correction of retrodis- 
placements, stenosis and fibroids; the use of an impervious 
material over the abdominal incision while doing cesarea® 
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operations, and also the practice of discarding the instruments 
that were used before closing the abdomen. It may be advis- 
able to use testosterone in small doses in the treatment of 
young women with endometriosis, in order to keep the disease 
in abeyance. The patient should be advised of her condition 
and of the problems with which she is faced. This is especially 
true in the case of young, single women who wish to be married 
and have children. There are times after palliative surgical 
treatment when it is preferable to give a castrating dose of 
roentgen rays rather than subject the patient to another 


operatic m. 
Surgery, St. Louis 


24:445-592 (Sept.) 1948 


Venous Thrombosis. A. Ochsner.—p. 445. 

*Postthromhotic Syndrome of Lower Extremity: Treatment by Inter- 
ruption of Superficial Femoral Vein and Ligation and Stripping of 
Long and Short Saphenous Veins. R. R. Linton and I. B. Hardy Jr. 
—p. 452 

Surgical Treatment of Essential Hypertension. IV. Case Selection and 
Technic as Influencing Results. G. deTakats, O. C. Julian and E. F. 
Fowler.—p. 469. 

Portacaval Anastomosis. A. H. Blakemore.—p. 480. 

Causalgia. III. General Discussion. H. B. Shumacker Jr.—-p. 485. 


Experimental Cardiac Hypertrophy: Acute Effect of Pulmonic and 
Aortic Stenosis. F. Gerbode and A. Selzer.—p. 505. 

*Relationship Between Gross Type of Gastric Carcinoma and Anacidity. 
R. Hebiel and D. Gaviser.—p. 512. 

‘Clinical Studies in Craniosynostosis: Analysis of Fifty Cases and 
Description of Method of Surgical Treatment. F. D. Ingraham, 
E. Alexander Jr. and D. D. Matson.—p. 518. 

Antibacterial Effects of G-5, G-11, and A-151, with Special Reference to 
Their se in Production of Germicidal Soap. P. B. Price and Alberta 
Bonnett..-p. 542. 

Technic of Inguinal Node Dissection. I. D. Baronofsky.—p. 555. 


Post-Thrombotic Syndrome of Lower Extremity.— 
Linton an! Hardy report 49 patients, 31 women and 18 men, 
between the ages of 24 and 69 years with thrombotic sequelae 
in one or both lower extremities. A definite history of a pre- 
existing deep venous thrombosis of the lower extremities was 
given by 40. The post-thrombotic syndrome is characterized by 
pain, edema, varicose veins, stasis cellulitis, stasis dermatitis, 
pigmentation and chronic ulceration. It is believed that this 
syndrome develops as a result of the sustained increased pressure 
in the veins of the lower extremity due to incompetent valves 
of the deep, communicating and superficial systems of veins 
following canalization of the deep veins. Interruption of the 
femoral vein distal to the profunda femoris branch, ligation and 
stripping of the long saphenous vein, and, in addition, the short 
saphenous vein if it is varicosed, have been performed in 84 
extremities presenting the post-thrombotic syndrome in various 
stages. The common femoral vein should not be interrupted. 
The importance of removing the entire main saphenous trunks 
isemphasized. None of the extremities was injured by the pro- 
cedure, indicating that the superficial femoral and the saphenous 
Veins are not necessary collateral venous channels in the post- 
thrombotic extremity. The postoperative complications were 
lew and not serious, and the mortality rate was zero. The 
results of follow-up varying from one to sixteen months in the 
4 extremities subjected to this form of treatment were encour- 
‘ging, but further years of observation are necessary to deter- 
mine the definite value of this method. 


Gastric Carcinoma and Anacidity.—Hebbel and Gaviser 
“etermined the presence or absence of achlorhydria in 284 
patients, 205 men and 79 women, with carcinoma of the stomach. 
Gastric resection was performed in all cases, and the resected 
specimen was available for reexamination. Two hundred and 
forty-three patients (86 per cent) had achlorhydria or maximum 
acid Values below 30 degrees; 220 patients (77 per cent) had 
‘thlorhydria or maximum acid values below 20 degrees, and 
8 patients (65 per cent) had achlorhydria. Achlorhydria was 
tmly present only in association with tumors of Borrmann 
‘ype I (9 cases) and these totaled but 3.2 per cent of the series. 
or tumors of Borrmann types II, III and IV, there was no 
ee association of either achlorhydria or hypochlorhydria. 
Wenty-two (28 per cent) of the type II tumors, 16 (34 per 
Cent) of the type III tumors and 61 (41 per cent) of the type TV 
were associated with free acid on gastric analysis. In 

y these groups the maximum acid values were below 
degrees in about one third of the cases and exceeded 20 
degrees in about two thirds of the cases. While these data 


follow others in showing the predominance of reduced secretory 
capacity, as of the time the diagnosis is made, in a group of 
cases of gastric carcinoma, they also emphasize the fact that no 
range of acidity precludes the disease. Emphasis on the exam- 
ination of persons with achlorhydria or hypochlorhydria in order 
to detect most early gastric cancer is valid only to the extent 
that achlorhydria with cancer also means achlorhydria before 
the cancer appears. 

Craniosynostosis.—Ingraham and his co-workers report 50 
children with all varieties of premature closure of the cranial 
sutures for which the term “craniosynostosis” has been used. 
Twenty-nine children, 24 boys and 5 girls, presented premature 
closure of the sagittal suture. There were 8 patients, 5 girls 
and 3 boys, with premature closure of the coronal suture, 
4 patients with premature closure of the sagittal and coronal 
sutures, 3 with premature closure of sagittal and lambdoid 
sutures and 6 with that of all cranial sutures. Twenty patients 
(40 per cent), 7 of the sagittal group, 3 of the coronal group 
and 10 with two or more sutures fused, were retarded to some 
extent before surgical treatment was practiced. Of the 44 
patients treated surgically, 20 patients receiVed treatment before 
the age of one year. Because of the rapid growth of the brain 
during the first year of life, it is to be expected that the best 
results from surgical treatment will be obtained during this 
period. This has been confirmed in the author’s cases. Many 
patients came to the hospital at ages varying from 3 to 7 years 
and in these little was to be expected from any surgical pro- 
cedure. In spite of this there was definite improvement in the 
patient’s behavior at home. Eleven patients (25 per cent) 
showed retardation after operation. In general, the prognosis 
for mental development of a patient with premature closure of 
the cranial sutures treated under the age of 1 year is excellent, 
but if synostosis is evident at birth, surgical therapy should not 
be delayed more than a few weeks. Linear craniectomy with 
polyethylene film inserted over the bone edges to retard regen- 
eration of bone has been adopted as the operation of choice. 
There have not been operative deaths, wound infections or 
serious complications. 


Wisconsin Medical Journal, Madison 
47:840-968 (Sept.) , 1948 
*Treatment of Raynaud’s Disease with Nitroglycerine. M. J. Fox and 

C. L. Leslie.—p. 855. 

Carcinoma of Common Bile Duct: Report of Case, with Discussion. 

J. A. Killins.—p. 859. 

Focal Points in Child Development. M. J. E. Senn.—p. 861. 
Early Schizophrenia Complicated by Rheumatic Fever. H. Veit.—p. 865. 
Diverticulosis and Diverticulitis of Appendix. J. W. Frye and J. B. 

Miale.—p. 868. 

Glyceryl Trinitrate in Raynaud’s Disease.— Fox and 
Leslie present the histories of 2 patients in both of whom 
several clinicians had confirmed the diagnosis of Raynaud's 
disease and previous treatments had been unsuccessful. The 
first patient was a woman, aged 40. Since the onset of her 
illness in the winter of 1943-1944 her condition had been diag- 
nosed on three occasions as Raynaud's disease. Many thera- 
peutic approaches have been attempted, including vitamins, the 
parenteral use of papaverine and the parenteral use of alcohol. 
With the exception of the last, all were not beneficial. The 
alcohol injections gave fleeting relief. In October 1947, the 
patient came under the medical care of the authors. A right 
unilateral stellate ganglion block had been done previously. This 
caused Horner’s syndrome, and the right hand became pink 
and warm. The patient was referred to the Mayo Clinic for 
a possible sympathectomy. Dr. A. W. Adson suggested that 
surgical treatment be delayed and that the topical use of 2 per 
cent glyceryl trinitrate in wool fat three times daily be tried. 
Since using the glyceryl trinitrate reparation, the patient has 
noted that her hands are now persistently pink in color rather 
than white. The amount of swelling of the fingers has 
decreased. The ulcer on the tip of the right index finger 
has healed, and the gangrenous area on the same finger has 
decreased. The authors later resorted to the topical application 
of 2 per cent glyceryl trinitrate in wool fat in a woman, aged 
30, in whom Raynaud’s disease had proved refractory to various 
treatments. Here again the glyceryl trinitrate in wool fat 
effected great improvement. 
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An asterisk (*) before a title indicates that the article is abstracted. 
Single case reports and trials of new drugs are usually omitted. 


Indian Medical Gazette, Calcutta 
83:113-162 (March) 1948. Partial Index 
*Presumptive Malarial Pneumonia. R. Heilig.—p. 116. 
Incidence and Causation of Glycosuria in Pregnancy: Part II. K. C. 

Batliwalla.—p. 125. 

Forced Feeding in Acute Dysentery. A. T. W. Simeons.—p. 134. 

Fleas and Rats with Reference to Plague in Calcutta. D. N. Roy. 
49 

Pre. Brsang Value of Plague Vaccine (Haffkine Institute) as Used in 

Single Dose Mass Inoculation (Field Enquiry). T. B. Patel and 

J. L. Rebello.—p. 151. 

Presumptive Malarial Pneumonia.—Heilig observed 64 
cases of pneumonia that were complicated by malaria. He 
reports cases in which treatment was carried out in such a way 
that the effects of sulfonamide drugs and penicillin on the 
pneumonic process could be clearly distinguished from those of 
antimalarial therapy. Five cases of presumptive malarial pneu- 
monia involving one half to three lobes are reported. While 
physical and roentgendlogic findings were those of a pneumo- 
coccus pneumonia, in 4 of these cases the fever was remittent. 
The leukocyte counts on admission varied between 5,500 and 
20,000. The differential picture showed moderate monocytosis. 
The sedimentation rate of erythrocytes was considerably increased. 
Malarial ring forms were found in 2 cases; the reaction to the 
malaria flocculation test was or soon became positive in ali of 
them. Slight or moderate enlargement of the spleen was 
present without exception. As a contrast, a case of penumonia 
merely associated with malaria is described. The most impor- 
tant feature, common to all of the cases of presumptive malarial 
pneumonia, was that neither sulfonamide drugs nor, in 2 of 
them, penicillin had any effect on either the general condition, 
the pneumonic consolidation or the temperature, whereas anti- 
malarial therapy promptly brought about defervescence, resolu- 
tion and surprisingly quick general improvement. These cases 
represent a little known syndrome of combined pneumococcus 
and malarial infection, in which the elimination of the pneumo- 
cocci does not lead to clinical inyprovement because the presence 
of plasmodia maintains fever and prevents resolution. The 
importance of recognizing the malaria! factor is emphasized, as 
timely institution of antimalarial therapy proves life saving. 
The fact that malarial parasites were found in only 2 of the 
5 patients may be due to previous treatment with antimalarial 
drugs. The seasonal incidence of presumptive malarial pneu- 
monia is determined by the pneumonia season, not by the 
maximum incidence of malaria. 


Journal Obst. & Gynaec. of Brit. Empire, Manchester 
55:401-572 (Aug.) 1948 

Investigation and Treatment of “Border-Line” Cases of Contracted 
Pelvis. J. M. M. Kerr.—p. 401. 

Pregnancy Associated with Septate Uterus, Double Vagina and other 
Congenital Abnormalities. Jean R. C. Burton-Brown.—p. 418. 

Further Case of Stromal Endometriosis. W. W. Park and R. A. 
Tennent.—p. 423. 

Angina of Effort in Pregnancy (Report of Case). A. Schott.—p. 428. 

Heart Block and Pregnancy: Review. R. Mowbray.—p. 432. 

Congenital Complete Heart Block Complicating Pregnancy (Report of 
3 Cases). R. Mowbray and C. C. Bowley.—p. 438. 

Vernix Caseosa and Subnormal Temperature in Premature Infants. 
C. Saunders.—p. 442. 

*Thoracoplasty and Pregnancy—with Special Reference to Childbirth (Pre- 
liminary Report). J. P. McIntyre.—p. 445. 

Prediabetic Pregnancy. H. H. F. Barns and M. E. Morgans.—p. 449. 

Pneumo-Pyosalpinx. R. W. K. Purser and J. Young.—p. 455. 

Spina Bifida Occulta and Nulliparous Prolapse (With Notes on Inci- 
dence of Certain Abnormalities of Sacrum). A. A. Gemmell, P. H. 
Whitaker and R. L. Plackett.-p. 459. 

*Erythrocyte Sedimentation Velocity in Normal Pregnancy. E. Obermer. 
464. 

Placenta Praevia Accreta. W. N. Chisholm.—p. 470. 


Thoracoplasty and Pregnancy. — Mclntyre studied the 
influence of thoracoplasty on pregnancy, particularly delivery, 
in 12 women. There were 7 multiparous and 5 primiparous 
patients. A two stage, seven rib thoracoplasty was performed 
on each patient included in this study. With one exception, 
this operation was done on the left side of the chest. Except 
for 1 patient who received this operation when she was three 
and one-half months’ pregnant, the interval between thoraco- 
plasty and pregnancy varied from one to ten years. The average 
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duration of labor was fifteen hours and fifteen minutes. Instry- 
mental delivery was performed in 6 patients. Slight dyspnea 
was observed in 2 patients toward the end of the second stage 
of labor. The placenta in each instance was expelled complete 
and no excessive bleeding or puerperal sepsis occurred. Obser- 
vations on these patients indicate that the occurrence of dis- 
tressing dyspnea during labor after thoracoplasty is largely 
hypothetic and that interruption of pregnancy is not indicated 
in these women. Advice regarding pregnancy in patients with 
thoracoplasty cannot be given without reservation. Sufficient 
time should elapse to insure healing of the lesion before per- 
mitting pregnancy. Given a patient, however, with tuberculous 
lung lesions adequately and anatomically collapsed by thoraco- 
plasty, coexisting pregnancy need not necessarily be regarded as 
a severe imposition on the maternal organism. 


Erythrocyte Sedimentation Rate in Pregnancy.—Obermer 
describes the procedure which he used for the determination 
of the sedimentation rate of erythrocytes and gives figures 
obtained in 283 determinations on 88 healthy pregnant women 
and in 1 in whom the fetus had died in utero about the thirty- 
fourth week. In the majority of normal pregnant women 
sedimentation velocity increases slightly as early as the fifth 
or sixth week; from the eighth week onward there is a regular 
increase in the velocity, up to a maximum at the fortieth week; 
after labor the velocity falls steeply. In four weeks the sedi- 
mentation declines to almost normal values and at the end of 
eight weeks the normal values of the nonpregnant state are 
reached. Curves plotted from the values obtained in the woman 
whose fetus died in utero at about the thirty-fourth week show 
a steep fall in the velocity at the thirty-seventh week (prac- 
tically to the normal level for the nonpregnant state). There 
were no clinical grounds for suspecting any abnormality in the 
pregnancy. 

Lancet, London 
2:361-400 (Sept. 4) 1948 
Accidental Intra-Arterial Injection of Drugs. S. M. Cohen.—p. 361. 
*Transorbital Leukotomy. W. Freeman.—p. 371. 
Incontinence of Urine in the Aged. T. S. Wilson.—p. 374. 
Spontaneous Rupture of Rectum: Report of Case. C. P. Allen.—p. 378. 
Congenital Torticollis in Identical Twins. A. E. Stevens.—p. 378. 

Transorbital Leukotomy.—Freeman points out that less 
than a year after the introduction of leukotomy by Moniz in 
1936, Fiamberti proposed a simplified operation on the frontal 
lobes by way of the orbital plates. Freeman’s studies on 
cadaver in 1945 confirmed the fact that the orbital plate could 
be easily perforated without danger to structures within the 
orbit and without encountering large intracranial vessels and 
that the thalamofrontal radiation could be severed fairly far 
anteriorly without disturbance of the cortex except to a minimal 
degree. Early in 1946, 10 patients were subjected to trans- 
orbital leukotomy with encouraging results. Two years later 
6 of them were fully restored and only 1 was in hospital. 
The series has been extended since then to more than 100 cases 
in various mental hospitals. It has been demonstrated that 
frontal leukotomy can be performed safely and effectively by the 
transorbital route of Fiamberti during the phase of coma follow- 
ing electroshock. Recovery may be rapid and undesirable 
changes in personality are minimal. The operation is a minor 
one and may be performed by the psychiatrist provided he has 
thoroughly familiarized himself with the technic and landmarks 
through previous practice on the cadaver. The operation has 
been most effective in certain patients in whom tension was 4 
prominent feature of the illness and whose illness was becoming 
chronic in spite of more conservative therapies. 


Medical Journal of Australia, Sydney 
2:113-140 (July 31) 1948 
Rh Blood Types in Australian Aborigines. R. T. Simmons and J. J. 
Graydon.—p. 113. ‘ 
“Aneurysms of Splenic Artery, with Report of 2 Cases and Review of 
Literature. J. 1. Tonge.—p. 119. le 
of 17-Ketosteroids and of Corticoster-id-Like Hor- 
mones by Newborn Infant. E. M. A. Day.—p. 122. 
*Thiamine in Pink Disease. E. H. M. Stephen.—p. 124. 
Aneurysms in Splenic Artery.—Tonge presents 2 cases of 
aneurysms of the splenic artery. The literature contains 7 
of 145 cases. Arterial degeneration, congenital defects of th 
vessel wall and endocarditis seem to be the most likely etiologic 
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factors. Syphilis, trauma, splenomegaly, increased portal pres- 
sure and periarteritis nodosa are comparatively rare causes. 
The association of pregnancy with the formation of these 
aneurysms is more apparent than real. The clinical features 
vary according to whether rupture has occurred or not. Even 
in the former case, the clinical picture is not clearcut, as the 
aneurysm may rupture by a single or “two stage” process. The 
outlook is usually rather poor. Before rupture of the aneurysm, 
the treatment of choice is splenectomy with removal of the 
segment of the splenic artery from which the aneurysm has 
arisen. After rupture, heroic surgery and blood transfusion 
are needed. A case of twin aneurysms occurring in the splenic 
artery of a single woman is reported. Fatal hemorrhage from 
rupture of one of these aneurysms occurred during exploratory 
laparotomy. The second case report is of the rupture of an 
aneurysm of the splenic artery in an elderly man, which 
occurred while he was undergoing treatment for congestive 
cardiac failure. This rupture was of the “two stage” variety. 


Thiamine in Pink Disease.—Stephen says that in the past 
he had treated pink disease (erythredema polyneuropathy) with 
oral administration of adequate doses of vitamin B preparations. 
He observed the prompt response resulting from intramuscular 
injection of thiamine in a patient treated by Dr. Dalton. He 
employed a preparation that contains 50 mg. of thiamine per 
cubic centimeter and injected intramuscularly every fourth day 
3 minims (0.18 cc.) of this solution. The 8 patients in whom 
this treatment was employed made a satisfactory progress. 


Acta Medica Orientalia, Jerusalem 


7:33-60 (March) 1948 
*The Psychosomatic Concept. F. Deutsch.—p. 33. 

Re-Infection or Recurrence in Leishmaniasis Cutis (Oriental Sore)? 

F. Raubitschek.—p. 43. 

Multiple-Pressure and Scratch Method of Vaccination. 

—p. 46. 

Sinisien of Freud’s Theory and Method? D. Dreyfuss.—p. 49. 

The Psychosomatic Concept.—Deutsch surveys opinions 
on the psychosomatic concept. Psychosomatic medicine is the 
systematized knowledge of how to study bodily processes which 
-re fused and amalgamated with emotional processes of the 
past and the present. Certain personalities can be related to 
certain psychosomatic disorders. The author discusses the psy- 
chosomatic aspects of asthma, rheumatoid arthritis, atopic der- 
’ matitis, peptic ulcers and colitis. He stresses that understanding 
the personalities involved in psychosomatic disorders can prevent 
a wrong approach to the patient. The anticipation of the kind 
of behavior which the patient will show toward the persons 
who treat and handle him can be of great value. It can protect 
the physician against showing an inadequate response to the 
behavior of the patient, because in understanding the personality 
pattern he will not take this behavior pattern at face value, 
— it has unconscious motivation and is a symptom of th- 
isease. 


Archives Frangaises de Pédiatrie, Paris. 
5:225-336 (No. 3) 1948 


“Congenital Transplacental Tuberculosis of Icteric Form. 
Mrs. Furiet-Laforet and P. Royer.—p. 225. 

Research on Dehydration and on Ratio of Some Electrolytes in Blood 
and Urine of Dyspeptic Infants. P. Rohmer, R. Sacrez, Miss Leroux 
and M. Lagoutiére.—p. 332. 

Duodenal Ulcers and Pseudo-Ulcerous Duc ‘enal Bulbitis in Children of 
School Age. J. J. Dubarry.—p. 240. 

Congenital, Transplacental, Icteric Tuberculosis.—Debré 
and his co-workers report a case of congenital, transplacental, 
icteric tuberculosis in an infant aged 6 weeks who was hos- 
pitalized because of icterus and hepatosplenomegaly. There was 
choluria, fever and poor general condition. The feces were not 
discolored. Examination of the blood showed lowering of the 
cholesterol esters, reduced proteinemia and prothrombinemia. 
The father of the infant was in good health but the nother 
had severe bilateral pulmonary tuberculosis of eigh years’ 

tion. Koch's bacillus was observed in her sput.t, in the 
fourth month of pregnancy. Delivery was uneventful and the 
Was separated immediately from the mother, who never 

“aw or embraced him. Jaundice was observed in the infant 
ng the first days of life. At the age of 1 month the infant 
vomited and lost weight. He died six days «ter admission to 
the hospital. Necropsy revealed a large number of tubercles 
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in the lung with many acid-fast bacilli. The pedicle of the 
liver was thickened and consisted of a conglomeration of 
enlarged lymph nodes. Whitish-yellowish granulations were 
disseminated in the parenchyma of the lungs, in the liver and 
in the spleen. The conclusion seems to be warranted that death 
of the infant resulted from hepatosplenic icterogenic tubercu- 
losis of congenital origin. The disease of the mother, the nature 
of the anatomic lesions and the abundance of acid-fast bacilli on 
the sections left no doubt concerning the tuberculous nature of 
the disease. The removal of the infant from the mother imme- 
diately after the delivery, the early manifestations of the disease 
during the first days of the life of the infant, the essentially 
splenohepatic and pulmonary distribution of the lesions and the 
characteristic caseation of the lymph nodes at the liver hilus 
confirm the congenital nature and the transplacental origin of 
this tuberculosis, although the placenta was not examened 
microscopically. 
Bruxelles-Medical, Brussels 


28:1977-2032 (Sept. 26) 1948 
*Convulsive Eclampsia in Its Relationship to Diencephalon: Therapeutic 

Trial with Intravenous Procaine Hydrochloride. H. Ezes.—p. 1987. 
ao of Nervous System to Infection. Le Févre de Arric. 

—p. 1 

Procaine Hydrochloride in Eclampsia. — According to 
Ezes, in pregnant women endocrine disorders may affect the 
vegetative centers of the diencephalon. In cases of mild disease 
this involvement may be manifested by functional disturbances 
of a peripheral organ such as the kidney, and, in grave, by con- 
vulsive attacks. The sympatheticotonic hormones are predomi- 
nant in the eclamptic patient. The concept of eclampsia as a 
labile, temporary, functional disturbance of the neurovegetative 
system, probably of the diencephalon, caused by substances which 
exert a sympatheticotonic effect, suggested the use of a sym- 
pathicolytic treatment. Accordingly, 6 women with eclampsia 
were, treated by intravenous administration of procaine hydro- 
chloride. In 1 of these patients a convulsion took place eleven 
hours after the birth of her fourth child; it was followed by 
coma. There was a rise in the arterial pressure and papilledema. 
3oth arterial and retinal pressures were reduced by the intra- 
venous administration of 10 cc. of a 1 per cent solution of 
procaine hydrochloride without epinephrine. Convulsive attacks 
did not recur, and vision improved after a second injection of 
this solution. The number and the intensity of the convulsions 
were influenced favorably by procaine hydrochloride in the 5 
other patients, 4 of whom had convulsions during pregnancy 
and 1 had convulsions during labor. In 3 of the 5 the eclampsia 
was primary and was controlled more rapidly than in the 2 
others, in whom the convulsive attacks were preceded by a pre- 
eclamptic state. This treatment is indicated particularly for 
primary eclampsia during labor and post partum. In other 
instances it should be combined with other measures directed 
at the control of exogenous factors. 


Cirugia del Aparato Locomotor, Madrid 
5:289-376 (July) 1948. Partial Index 


*Study on Presence of Poliomyelitic Virus in Muscles of Mice Inoculated 
with ~ Virus in Preparalytic Period of Poliomyelitis. J. Sanz Ibafiez. 
—p. 

Poliomyelitic Virus in Inoculated Mice.—Sanz Ibaiiez 
produced paralysis in two groups of mice given intraperitoneal 
inoculation of a suspension of either brain or of leg muscles of 
mice from an original group in which mice were killed’ at 
different hours after inoculation with poliomyelitis virus. Mice 
in the original group did not show any symptom of the disease 
at the time they were killed. In mice in the two groups polio- 
myelitic paralysis developed cither on the sixth day after inocu- 
lation when the material used was that of animals which had 
been killed four hours after inoculation, or on the third day 
when the material was that of animals which had been killed 
sixty-three or sixty-seven hours after inoculation. The results 
of the experiments show: (1) the presence of the virus in the 
brain and in the leg muscles of inoculated mice in the original 
group as early as four hours after inoculation, and (2) that 
the period of incubation and of appearance of paralysis in 
animals of the second and third groups shortens in relation to 
greater number of hours of life of the original group after 
inoculation. 
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Deutsche medizinische Wochenschrift, Stuttgart 
73: 305-356 (Aug. 13) 1948. Partial Index 


“Cusine of Prostate and Its Treatment with Hormones. E. Wildbolz. 
—p. 305. 
Clinical te Bioptic Investigation on Acute Dystrophy of Liver, on 

Coarse Nodular Atrophy and on Liver Coma After Epidemic Hepatitis. 

H. Kalk.—p. 310. 

Reliability of Ehrlich’s Aldehyde Test for Urobilinogen as Liver Func- 

tion Test. J. Miinzenmaier.—p. 315. 

Problems of Pathology of Liver. W. Eger.—p. 317. 
“Essential Hypertension of Pulmonary Circulation and Its Familial Inci- 

dence. F. Lange.—-p. 322. 

Hormones for Carcinoma of Prostate.—W ildbolz treated 
61 patients with carcinoma of the prostate by daily oral admin- 
istration of 5 mg. of diethylstilbestrol in tablets. The drug was 
tolerated well by nearly all patients. A few had vertigo and 
rash and were given intramuscular injections of alpha-estradiol 
dipropionate. Results were satisfactory in 30, who showed con- 
siderable clinical improvement, having no difficulty or pain. 
There was moderate improvement in 8; 7 were failures, and in 
16 the follow-up was too short for any conclusions. In patients 
with satisfactory results treatment must be continued for the 
rest of their lives in order to preyent recurrences. These may 
occur in spite of continued treatment, and in these cases admin- 
istration of estrogenic substances may be combined with castra- 
tion. In patients in whom castration has been performed prior 
to treatment with estrogenic substances, this latter treatment 
may be practiced in case of recurrence, and again clinical 
improvement may result. While administration of estrogenic 
substances neutralizes the male sex hormones, castration pre- 
vents their formation. It has beet established by five years’ 
experience with estrogenic substances that a cure cannot be 
obtained with estrogenic substances alone and that satisfactory 
results are temporary only. Hormone therapy, therefore, should 
not be instituted at once after diagnosis of carcinoma of the 
prostate has been made. Radical perineal prostatectomy * is 
suggested, for carcinoma in the early stage and repeated trans- 
urethral resection without administration of estrogenic sub- 
stances may ‘be sufficient in patients whose only symptom 
consists of retention of urine. Administration of estrogenic 
substances may be instituted in patients with rapidly progressing 
carcinoma, with pain due to metastasis and rapid deterioration 
of the general condition. Experience suggests that administra- 
tion of estrogenic substances may increase the duration of 
survival. 

Hypertension of Pulmonary Circulation.—Lange reports 
1 case of essential hypertension of the pulmonary circulation 
in a woman aged 54 with edema of the lower extremities and 
cyanosis of the face, hands and feet. Dyspnea was almost 
absent. The blood pressure was low. The number of red blood 
corpuscles was increased to 5,200,000. There was a loud systolic 
murmur over the aorta and the secondary pulmonary sound 
was accentuated. Auricular flutter and retardation on the right 
side with corresponding disturbance of potential were revealed 
by the electrocardiogram. Death occurred from heart failure 
in a few seconds. Excessive hypertrophy and dilatation of the 
entire right side of the heart were revealed on necropsy. There 
were few vascular changes in the lungs, with hyperplasia of 
connective tissue of the intimal layer of the median and small 
arteries. The carotid gland was increased considerably on both 
sides. The systolic murmur over the apex of the heart and 
over the pulmonary artery was not caused by organic changes 
of the cardiac valves, but by dilatation of the rings of the valve 
resulting from the dilatation of the decompensated heart. The 
clinical aspect and the anatomic observations were similar to 
those described by Romberg for which the term primary pul- 
monary sclerosis was coined. The morphologic changes in the 
walls of the pulmonary vessels, however, did not correspond 
with the excessive hypertrophy of the right heart. It is possible 
that a functional rise of blood pressure in the pulmonary cir- 
culation is responsible for the changes in the pulmonary vessels 
and for the hypertrophy of the heart. For this condition the 
term essential hypertension of the lesser circulation is suggested 
in analogy to that of the greater circulation. This partial 
essential hypertension may be familial. The author examined 
42 members of a family of 186 whose genealogic tree could be 
followed back to 1729. Eighty-two of the 186 relatives presented 
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a reddish blue discoloration of the skin. Thirty of the 42 
examined persons had this discoloration of the skin, and 10 of 
them presented a loud second pulmonary sound. Thirteen of 
18 adults presented considerable enlargement of the conus arteri- 
osus. As a result of this enlargement the left auricle was dis- 
placed upward so that it formed an upward edge. This anomaly, 
and the cyanosis, became manifest only after puberty. In the 
majority of the members of the family the electrocardiogram 
did not show any definite changes. The blood pressure was 
normal in all, except for 3 who presented a hypertrophy of 
the left in addition to that of the right side of the heart, sug- 
gesting essential hypertension of the systemic circulation jn 
addition to that of the pulmonary circulation. Although these 
two conditions do not depend on one another, they may occur 
simultaneously. 


Schweizerische medizinische Wochenschrift, Basel 
78:845-868 (Sept. 4) 1948. Partial Index 


“Significance of Electromyography and Electroencephalography in Diseases 
of 1." mal System. K. Hartmann and M. Monnier. 
Supporting Pad Treatment for Static Disorders of Foot. H. Feriz, 

Levee and Some Additional New Derivatives of Nicotinic Acid. 

H. Suter.—p. 853. 

Electromyography and Electroencephalography in 
Motor Disturbances.— Hartmann and Monnier report 4 
patients, 1 woman aged 40 with postencephalitic parkinsonism 
and 3 men aged between 44 and 71 years with postencephalitic 
parkinsonism associated with rigor and tremor, with degenera- 
tive disease of basal ganglions associated with tremor in the 
absence of rigor, and with choreiform twitching of the fingers 
and the shoulder associated with postapoplectic right hemiplegia 
respectively. Electromyographic and electroencephalographic 
recordings were made in these 4 cases before the administration 
of the new spasmolytic “parpanit” (diethylaminoethyl-1-phenyl- 
cyclopentane-l-carboxylate hydrochloride) and twenty-five to 
fifty minutes after the subcutaneous administration of 0.05 Gm. 
of this drug. The study of the bioelectric phenomena in the 
muscles and in the brain revealed that in case of rigor asyn- 
chronous electric activity occurs only after a certain lapse of 
time during voluntary movements and continues after muscular 
relaxation. “Parpanit” causes a more rapid occurrence of asyn- 
chronous activity during voluntary movements, and it disappears 
more rapidly at the end of the muscular action. Clinical 
improvement of the motility corresponds with this “normaliza- 
tion” of the electromyogram. In cases of tremor with rigor 
the electromyogram is characterized by groups of synchronous 
discharges whose frequency may be six to eight seconds and 
whose amplitude increases during voluntary movements. These 
discharges may be overbridged by the gradually occurring 
asynchronous activity; that corresponds with the clinical obser- 
vation that the tremor decreases during voluntary movements. 
Under the influence of “parpanit” the amplitude and the duration 
of the rhythmic discharges decrease; after muscular relaxation 
they even may disappear completely for some time. The tremor 
without rigidity in degenerative diseases of the basal ganglions 
does not differ electromyographically from that of patients with 
Parkinson's disease. The electromyogram of choreiform unrest 
after postapoplectic hemiplegia is characterized by rhythmic dis- 
charges of low frequency (2.5 seconds). They may become 
manifest only with voluntary muscle contraction. Their ampli- 
tude increases considerably under the influence of “parpanit.” 
These differences indicate that the genesis of postapoplectic 
choreiform motor unrest and of Parkinson’s tremor is not 
identical. The electroencephalogram of patients with post- 
encephalitic parkinsonism reveals a deficient blockage of the 
alpha rhythm by light acting as stimulus, and deficient coordina- 
tion of the electric activity of both hemispheres of the brain. 
Abnormally slow rhythm may occur occasionally. The improve- 
ment of these phenomena resulting from the administration of 
“parpanit” may correspond clinically with an attenuated brady- 
phrenia. There is no relationship between the rhythm of the 
electroencephalogram and that of the electromyogram. The 
apparent coordination of the two rhythms is merely an artefact 
which is caused by the tremor of the frontal and temporal 
muscles. 
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Book Notices 


Anatomy of the Human Body. By Henry Gray, F.R.S. Twenty-fifth 
edition, edited by Charles Mayo Goss, M.D., Professor of Anatomy, 
Louisiana State University School of Medicine, New Orleans, La. Fabri- 
kold. Price, $14. Pp. 1478, with 1263 illustrations. Lea & Febiger, 
600 S. Washington Sq., Philadelphia 6, 1948. 

This book has been known to generations of medical students 
and practicing physicians, and this new edition retains the familiar 
aspect; even the cover has been changed from maroon in the 
previous edition to the dark green cover of former years. The 
present editor is Dr. Charles M. Goss, professor of anatomy 
at Louisiana State University School of Medicine, New Orleans ; 
however, the six associate editors of the previous edition again 
contribute chapters, and their work has been left almost intact. 
This statement applies also to the former editor-in-chief, Dr. 
Warren H. Lewis, and refers particularly to his work on 
embryology. 

The text has been revised and illustrations replaced or added 
where research has offered new material. The illustrations, 
which have always been excellent, are even more outstanding in 
this edition, as is the text, apparently because a better grade of 
paper was used. The list of references at the end of the chapters 
is more extensive and, while designed to stimulate the interest 
of the student in further reading, many of the references may 
be used to authenticate statements in the text. 

When Henry Gray, a lecturer on anatomy at St. George’s 
Hospital Medical School in London, published the first edition 
of this book in 1858, it covered 750 pages and contained 363 
figures. The present edition, published ninety years later, 
covers 1,478 pages and contains 1,263 illustrations. Gray was 
31 years of age when this book first appeared. His career of 
great promise was rapidly cut short when he contracted small- 
pox while he was caring for a nephew who had that disease. 


The Psychology of Abnormal Behavior: A Dynamic Approach. By 
Louls . Thorpe, Ph.D., Professor of Education and Psychology, the 
University of Southern California, Los Angeles, and Barney Katz, Ph.D. 
Cloth. Price, $6. Pp. 877, with ilhustrations. The Ronald Press Co., 15 
E. 26th St., New York 10, 1948. 

This book addressed to undergraduate students is a compre- 
hensive. although simplified, presentation of the subject. It 
succeeds in its attempt to be both dynamic and eclectic, and its 
format, typography and figures are such that even beginning 
students will find it easy reading. The authors go beyond the 
descriptive level and give an excellent formulation of the back- 
ground dynamics currently held for each of the subjects which 
are discussed. There are well chosen and typically representa- 
tive cases which illustrate the various syndromes. The neces- 
sarily simplified and condensed discussion of the wide scope of 
material surveyed is expanded by an up-to-date bibliography 2s 
well as separate case, author and subject indexes. The authors 
have expanded the text's usefulness further by the inclusion of 
44 tables of relevant statistics and lists of other pertinent data. 
There is a most helpful 19 page glossary of technical terms. 
The contents are presented in eight parts, and, despite an 877 
page bulk, it is a book which can be recommended to students 
of the psychology of abnormal behavior. ‘ 


Methods of Vitamin Determination. By B. Connor Johnson, Associate 
Professor of Animal Nutrition, Division of Animal Nutrition, University 
of Illinois, Urbana, Mlinois. Paper. Price, $3. Pp. 109, with 19 
illustrations. Burgess Publishing Co., 426 S. 6th St., Minneapolis, 1948. 

This book presents a detailed outline of the assay methods 
used in the determination of vitamins in food and _ biologic 
substances. The principles of the microbiologic, colorimetric 
and fluorometric methods of analyses are explained in two 
chapters. There is no complete description of the vitamin or 
a detailed list of its chemical and physical properties. Never- 

Ss, this handy laboratory manual lists in detai! satisfactory 
assay procedures for sixteen vitamin and vitamin-like sub- 
stances, with a short chapter on the amino acids. Wherever 
applicable, the biologic, chemical, microbiologic and physical 
methods are described in detail for the vitamin. The specific 


limitations of the procedure and the influence of interfering 

ances on the assay methods of vitamins are not fully 
described. Emphasis has been placed on microbiologic and 
chemical methods. 
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Vaccination par le B.C.G. par scarifications cutanées. Par L. Négre 
et J. Bretey, chefs de service a l'Institut Pasteur de Paris. Préface du 
Professeur A. B. Marfan. Second edition. Paper. Price, 180 francs. 
Pp. 115, with 10 illustrations. Masson & Cie, 120 Boulevard Saint- 
Germain, Paris 6°, 1947. 

The book deals with the transcutaneous method of BCG vac- 
cination introduced by S. R. Rosenthal. From an experimental 
study in animals and human beings, the authors verify the 
efficacy of this method as far as the rapidity of developing a 
positive tuberculin reaction is concerned and in its protection 
against a virulent reinfection. But, as Professor Marfan stated 
in the preface, to judge the value for the human species of a 
method of premunition against tuberculosis a very long period 
is required; however, the results already obtained justify every 
hope. Reviewing the various other methods used for BCG 
vaccination, the authors point out that after oral administration 
the percentage who reacted to tuberculin after vaccination to 
30 mg. of the organism is low, around 30 per cent, whereas by 
the subcutaneous and intradermal methods the conversion is 
high, up to 100 per cent. The complications of ulcers and 
abscesses are so frequent that the popularity of BCG vaccina- 
tion may be undermined. 

In France, where BCG vaccination first began, the procedure 
was losing its popularity since the oral method had been used 
for the main part and the conversions were so low. 

Experimentally in guinea pigs the intradermal, subcutaneous 
and transcutaneous methods were compared, and it was found 
that after the transcutaneous method antituberculosis resistance 
is established by the ninth day, progresses to the twentieth day 
and remains at that level for thirty to forty-five days. Three 
years after vaccination, the guinea pigs still have a manifest 
resistance against tuberculosis but not as pronounced as after 
one to two years. As compared with the other two methods, 
immunity appeared sooner and lasted longer. 

In infants, the reaction to tuberculin after vaccination dis- 
appears after two and one-half to three and one-half years 
when 20 mg. per cubic centimeter suspension is used. When a 
50 mg. per cubic centimeter suspension is used, the reactions to 
tuberculin persist for three to three and one-half years. To 
augment further the duration of the reaction to tuberculin, 
75 mg. per cubic centimeter is now used. 

The authors recommend scarifying with the usual type of 
scarifier used in France for vaccinia. This looks like a pen 
point with one sharp edge. Varying with the age of the child, 
crosslike scarifications 0.5 cm. long are made through a drop of 
vaccine; two such crosses are made in newborn infants to ten 
in adults. After a few seconds, slight bleeding will occur. A 
small piece of gauze saturated in the vaccine is then placed over 
the scarified areas and left there for twenty-four hours. At 
present double hatches are made 1 cm. apart and 1 cm. long. In 
some children, as many as 4 such double hatches are made. 
This method is preferred in France to the multiple puncture 
method as recommended by Rosenthal, since the average prac- 
titioner has been using the scarifier for vaccinia for a long time. 
Rosenthal says that when the multiple puncture method was 
used with thirty punctures made over an area of 3% by 1 cm. 
and with a vaccine 15 mg. per cubic centimeter, 99.7 per cent 
positive reactors were obtained in newborn infants, who con- 
tinued to react to tuberculin to the extent of 90 per cent after 
four to four and one-half years. No dressings whatsoever 


were used. 


Some 70,000 vaccinations by the transcutaneous method (scari- 
fying) have now been performed in France. There have been 
practically no complications following the method except for 
occasional lymph node enlargements and a rare local accumula- 
tion of pus. 

With the mounting interest in BCG vaccination in this 
country, the method of applying the vaccine should become the 
interest of those who are to use it. This book presents both 
experimental and clinical evidence that the transcutaneous 
method of vaccination is one of choice since it is easy to apply, 
is practically devoid of complications and produces an earlier 
and more lasting resistance against virulent reinfection. 
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The Nursing of Tuberculosis. By 0. V. Buxton, S.R.N., and P. M. 
Maculloch Mackay, S.R.M.N. With a foreword by Richard R. Trail, 
M.C., M.D., F.R.C.P. Cloth. Price, $2. Pp. 124, with 23 illustrations 
by Nora Lewis, S.R.N. Williams & Wilkins Co., Mount Royal and 
Guilford Aves., Baltimore 2; John Wright & Sons, Ltd., 42-44 Triangle 
West, Bristol 8, England, 1947. 

This book was prepared for graduate and student nurses 
engaged in the care of tuberculous patients. Its main object is 
“to enable nurses to give the person suffering from tuberculosis 
all the care that is necessary to promote recovery wherever 
possible and to maintain the ‘chronic’ case in as comfortable a 
state as circumstances allow.” The first four chapters are 
devoted to etiology, variations of the disease, pathology and 
anatomy of the chest. These are discussed briefly so as to give 
the nurse a general understanding of them. In chapter 5 the 
symptoms of pulmonary tuberculosis are related, and their 
treatment is presented in chapter 6. In the two succeeding 
chapters the sanatorium regimen is presented and _ special 
methods and remedies are discussed. A short chapter is devoted 
to the psychologic aspects of tuberculosis. Various forms of 
collapse therapy are presented, with special emphasis on the 
role of the nurse in each of them. Complications of pulmonary 
tuberculosis and associated diseases are discussed adequately. 
A chapter on special tests includes the technic of examining 
sputum, urine, pleural fluid, cerebral spinal fluid and feces. The 
tuberculin skin test, blood sedimentation rate and vital capacity 
determination are also presented in this chapter. 

Extrathoracic tuberculosis, particularly that involving bones 
and joints, lymph nodes and the genitourinary system, is 
included. Under prevention it is pointed out that tuberculosis 
is spread in two ways: one, by dissemination of bacilli from 
persons with contagious disease to those in contact with them, 
and, two, by contaminated milk. Methods of preventing such 
dissemination are outlined. The authors state that “until some 
vaccine is discovered which will protect the body against the 
infection, the most we can do is to increase the resistance of 
the individual so that his body is able to withstand the invasion 
of the bacillus when it attacks him.” Rehabilitation of the 
tuberculou% is well presented in the last chapter. 

The authors assume that in England nearly everyone becomes 
infected with tubercle bacilli. This is in sharp contrast to the 
present situation in the United States, and therefore the method 
of approach in tuberculosis control differs somewhat in the two 
countries. Aside from such differences, the fundamental knowl- 
edge contained in this book is useful to nurses everywhere. 


Give Them a Chance to Talk: Handbook on Speech Correction for 
Cerebral Palsy. By Berneice R. Rutherford. Paper. Price, $2.75. Pp. 
116, with illustrations. Burgess Publishing Co., 426 S. Sixth St., Minne- 
apolis 15, 1948, 

This book is eminently practical. Chapters on “Description 
of Cerebral Palsy,” “Description of Speech Differences,” “Back- 
ground of Speech Therapy,” and “Problems of Personal Adjust- 
ment” are included. It is written in nontechnical language. 
A certain paucity of detail in one or two chapters presupposes 
some previous knowledge of the subject on the part of the 
reader. Chapters on “Therapy for the Development of Speech” 
and “Special Problems in Speech Therapy” are excellent. Many 
suggested procedures and exercises will be helpful in working 
with children having cerebral palsy and with other speech 
sufferers. Visual and kinesthetic as well as auditory cues are 
stressed. Interesting diagrams illustrate points discussed in 
the text. 

Since the material is so practical and well presented another 
edition, expanded somewhat and in better dress, would be 
desirable. 


Medical Advisors Manual, The American Legion. Paper. Pp. 96. 
National Public Relations Commission, The American Legion, 1608 K 
St., N.W., Washington, D. C., 1948. 

As its title indicates, this booklet is a manual for medical 
advisers published by the American Legion. It is a guide to 
the Veterans Administration and to other factors which influ- 
ence the treatment of the sick or disabled veteran. The Ten- 
Point Program of the American Medical Association is reprinted 
in full. The medical advisers to the Legion are given many 
responsibilities. There are ten points under the aims and pur- 
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poses of the National Advisory Board, eleven points under a 
similar tabulation of suggested responsibilities and duties of 
the department (state) medical adviser and thirteen more for 
the post medical adviser. An interesting statement occurs. in the 
introductory paragraph of the section on the department medical 
adviser: “Matters of health and education fall into the category 
of state’s rights. Hence, even in a national campaign for health, 
the key to success must be found in each state. The golden key 
for your department is in your hands” (page 16, paragraph 1). 
The pamphlet contains much varied information on rehabilita- 
tion, medical education, psychiatry, medical rehabilitation, post- 
war surgery, conditions which may need care (a list two pages 
long of conditions which may affect war veterans), dentistry, 
heart disease and child welfare. Its interest to physiciays lies 
in the information which it contains on the point of view of 
the American Legion with regard to matters affecting the 
medical care of veterans. For medical advisers to Legion posts 
and departments, it constitutes a guide and manual of procedure. 


Atlas of Dermal Pathology. Prepared [at the Army Institute of Pathol- 
ogy) by the Registry Committee on Dermal Pathology of the American 
Academy of Dermatology and Syphilology, Hamilton Montgomery, Chair- 
man. Fabrikoid. Price, $5. Pp. 155, with 100 illustrations selected by 
Arthur C. Allen, Consultant to the Army Institute of Pathology. Registry 
Press, American Registry of Pathology, under the Auspices of the National 
Research Council, Army Institute of Pathology, Washington 25, D. C., 1948. 

The material in this short atlas has been limited to illustra- 
tions of one hundred dermatologic entities with distinctive his- 
tologic pictures. They are all photomicrographs in black and 
white, excellently reproduced on good quality paper. [Each illus- 
tration is accompanied by a short clinical history and a clear 
description of the salient features of each section. The book 
contains an excellent glossary of pathologic terms, a practical 
classification of the material and references to pertinent litera- 
ture. Intended, as it is, merely to supplement standard texts 
on histopathology, the book should be of value particularly to 
the physician interested in dermatology. Colored illustrations 
would have added considerably to the value of the book. 


Human Histology: A Guide for Medical Students. By E. R. A. Cooper, 
M.D., Reader in Histology, University of Manchester, Manchester, England. 
With a foreword by F. Wood Jones, F.R.S., F.R.C.S., Sir William Collins, 
Professor of Human and Comparative Anatomy at the Royal College 
of Surgeons of England. Second edition. Cloth. Price, 27s. 6d. Pp. 431, 
with 257 illustrations. H. K. Lewis & Co., Ltd., 136 Gower St., London, 
W.C. 1, 1948, 

Designed to meet British medical examination requirements, 
this book offers the student a laboratory manual illustrated 
from the author’s teaching collection. Almost all the figures 
are original photomicrographs of good quality. There are no 
careful or detailed drawings illustrating cytologic details. The 
text is similarly elementary, furnishing a brief description of 
the major morphologic aspects of the tissues with the functional 
aspects minimized. There are few references to diverging 
points of view, and the major unresolved problems of histology 
are avoided. Presumably the results of experimental approaches 
to histologic problems and the findings of newer technics in 
microscopy are intended by the author to be covered in col- 
lateral lectures, since there are no references to them m the 
text and the bibliography consists of 20 titles. As a refresher 
guide for the examinations, the text is a lucidly written com- 
pendium, but it is difficult to find a place for it on a reference 
shelf. 


The Treatment of Malignant Disease by Radium and X-Rays: - 
a Practice of Radiotherapy. By Ralston Paterson, M.C., M.D., F.B.C.S.E., 


Christie Hospital and Holt Radium Institute, Manchester. Cloth. Price 
$11. Pp. 622, with ilustrations. Williams & Wilkins Co., Mt. Royal 
& Guilford Aves., Baltimore 2, 1948. 

The details of the physics and technical aspects of radio- 
therapy are clearly described. In attempting to be complete, the 
author in several instances has discussed in too great deta 
methods which are cumbersome or are generally accepted as 
outmoded; this may be confusing to the inexperienced student 
of radiotherapy. The results of the methods which the author 
advocates are not presented in this volume. A discussion of the 
organization and staffing of a tumor institute and a Teport ss 
the new horizons in radiotherapy are presented. This book is 
a valuable contribution to the literature on radiotherapy. 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES, THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED, EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


INDICATIONS FOR CESAREAN SECTION 

To the Editor:—One of the members of our hospital staff, which is com- 
posed entirely of general practitioners, proposed to do a cesarean section 
on a para VII for the purpose of sterilizing her. Other indications for 
section were absent. Another physician and | saw the patient as con- 
sultaents and found no indications for the operation. It was therefore not 
done. It occurs to me, however, that section for this purpose does not 
seem too far fetched in this day of antibiotics, blood banks, good lab- 
oratory facilities and other modern supportive measures. With these aids 
it would also seem preferable to do sections rather than difficult forceps 
deliveries, such as are necessary in some patients with occiput posterior 
position. Has any authoritative obstetric body recently reviewed the indi- 
cations for cesarean operations? In our hospital most of us allow the 
second stage of labor to end spontaneously except for necessary episiotomy 
or the Ritgen maneuver. What is the common practice in this regard? 
Does the use of pain-relieving agents (including heavy “‘nupercaine hydro- 
chloride’ spinal anesthesia) make spontaneous delivery increasingly diffi- 
cult? Is heavy “‘nupercaine hydrochloride’ spinal anesthesia safe for 
obstetric anesthesia in a small general hospital? M.D., Illinois. 


Answer.—This letter poses some basic questions which many 
doctors have thought about. The basic aim in obstetrics is to 
end up with a whole live mother and a normal healthy baby. 
One reads of glorious results with this or that analgesic or 
method of treatment only to find that within a few months the 
method is forgotten by all, even the authors, but with no 
retraction in the literature. The lag in publication today is so 
great that often by the time an article is published, the authors 
have already stopped using the method. 

One should always ask oneself when doing a major procedure, 
“If the patient should die, would I have been justified in doing 
the procedure?” This does not mean that all elective surgical 
treatment should be dispensed with or that women should be 
allowed to labor with undue odds merely because of operative 
mortality rates, because sometimes life in these circumstances 
is worse than death, but it does mean that in spite of modern 
advances women still die from cesarean section, especially when 
done by the occasional operator. One cannot compare the 
mortality figures of a busy obstetrician in a large maternity 
ward with good anesthetists and blood banks to those of an 
obstetrician who does one or two sections a year in adverse 
circumstances. Perhaps, also, one should not use the same 
criteria for their operative work. ; 

The first question is controversial only in one respect. No 
one believes in cesarean section for sterilization. The nearest 
approach is the postpartum sterilization in which the mother 
is taken to the operating room on the second postpartum day 
and through a small abdominal incision the tubes are tied. 
The main reasons offered by the proponents of this method are 
that the women will not come back for sterilization at a later 
date. With modern methods of contraception, this should be 
unnecessary. It is much less hazardous to tie off the vas in 
the husband than to do a major abdominal operation on the 
wife. Sterilization in the woman is almost irreversible, even 
though it fails occasionally, while in the man it can be undone 
in a fair percentage of cases. 

Our criteria for section should be relaxed somewhat. With 

advent of roentgenographic pelvimetry, some of the difficult 
experiences would be better terminated by section. Roent- 
Senographic pelvimetry frequently takes all of the fear out of 
andling occiput posterior positions by indicating in what 
diameter the head should be brought through. ° 

The sulfonamide drugs and the antibiotics, if used, should be 
given in sufficient dosage to subdue the infection adequately. 
lf possible, it is better to wait long enough before using them 
to find out what is causing the fever. 

While the trend seems to be toward routine low forceps or 
outlet forceps or prophylactic forceps deliveries, the difficulty 
's in determining what is a low forceps delivery. Outlet forceps 
technics are safe enough so that they should be applied if there 
's any question about the fetal heart or if the mother has had 
a tedious labor. 

. Apparently no authoritative body has recently reviewed the 

tions for cesarean section. Such a move is on foot, how- 
‘ver, in the question of forceps. Most authors of papers on 
‘arlous types of spinal anesthesia admit that practically all of 


F cases become operative cases because of the great relaxa- . 
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tion caused in the pelvic and perineal structures. This has the 
effect of increasing the mortality and morbidity statistics in the 
operative group. 

As long as analgesics work as well as they now do, and with 
local infiltration for episiotomy and inhalation gas anesthesia 
for delivery, there is no reason to add spinal anesthesia, because 
it is not without danger, in spite of reports to the contrary. 


PENICILLIN IN NEUROSYPHILIS 
To the Editor:—What is the effect on: (1) tabes and dementia paralytica 
of a daily dose of 300,000 units of procaine (crystalline) penicillin G 
in water to a total of 20,000,000 units; (2) effect of this dosage 
on penicillin blood levels, and (3) effect of this dosage plus carinamide 
on penicillin blood levels? M.D., Pennsylvania. 


Answer.—l. The effectiveness of treatment by daily injec- 
tions of procaine penicillin in the treatment of dementia para- 
lytica and other forms of syphilis of the central nervous system 
is under investigation at the present time in several medical 
centers, but the duration of the studies has not yet been sufficient 
for reports of results to be made. None of the schedules being 
tried covers such a long period of time (sixty-six days) as the 
proposed schedule. So far no penicillin schedules for syphilis 
of the central nervous system involving relatively continuous 
penicillin blood levels have been advocated that are longer than 
twenty-one days. Treatment with penicillin in peanut-oil- 
beeswax is similar to that with procaine penicillin in that rela- 
tively lower and fewer peak levels are obtained than with 
aqueous solutions of penicillin, although blood levels still go 
higher initially than with procaine penicillin. The recent report 
of Parkhurst and Bowman (Treatment of Neurosyphilis at Hot 
Springs Medical Center, Arkansas, J. !’en. Dis. Inform. 29:159, 
1948) indicates that penicillin in peanut-oil-beeswax is effective 
in the treatment of syphilis of the central nervous system. 

2. There is no information in the literature dealing with peni- 
cillin blood levels with such a schedule, although with a lesser 
number (8 to 16) of daily injections of 300,000 units of procaine 
penicillin average levels would be mainly in the range of 0.08 
to 0.64 unit. According to Thomas, Lyons, Romansky, Rein 
and Kitchen (J. A. M. A. 137:1517, 1948) sixteen daily injec- 
tions of 300,000 units of procaine penicillin did not lead to any 
cumulative effect of penicillin in the blood. 

3. Information is not available dealing with the effect of 
carinamide on penicillin blood levels for this or even shorter 
procaine penicillin schedules. 


BURNING SENSATION OF TONGUE 

To the Editor:—A patient, 37 years old, has had good general health. 
She is high strung and becomes excited easily. Six weeks ago she com- 
plained frequently of a burning sensation on the lower lip. This soon 
involved the tip of the tongue. Her tongue felt as if she had eaten 
some spicy or hot food. She was not anemic. Examination of the 
tongue and lips was negative. Thinking that she might have gastric 
hypoacidity and thiamine deficiency | gave her a prescription contain- 
ing hydrochloric acid and nicotinic acid. This did not seem to 
her complaint. Gastric analysis was essentially normal and did not 
indicate hypoacidity. Burning sensation now involves the entire tongue, 
and she feels a hot burning sensation down the pharynx to the esoph- 
agus. | have treated her with diphenylhydantoin sodium without results 
and have also given her bromides for nervousness. She has stopped 
smoking. | would appreciate suggestions. M.D., Missouri. 


ANsweR.—The impression of psychoneurosis is possibly cor- 
rect, with local irritation of some sort to be ruled out as a cause 
or associated factor. The bilateral, progressive burning sensation 
of the lip, tongue and throat, in a nervous woman of 37, in the 
absence of visible inflammation, anemia or response to therapy 
suggests an abnormality which may be present in a situational 
neurosis, menopause, hysteria or phobia. 

Infection, gastrointestinal and systemic disorders and allergy 
seem to be excluded; the site is correct for the last named, but 
the constancy is against it. Local causes could include an irritant 
food or beverage, an irritant mouth wash, excessive smoking and 
new dental work (with a difference of electric potential between 
dissimilar fillings). 

Several measures could be tried after consideration of the 
previous suggestions. A continued ban on smoking, restriction to 
bland food and drink; the use of a dilute bland or astringent 
mouth wash, reassurance, in case of cancerophobia, % grain 
(30 mg.) of phenobarbital three times a day and observation to 
note an obscure cause are suggested. If the dosage of nicotinic 
acid was not high, she might be given 100 mg. of nicotinamide 
orally per day for two weeks. If the burning is associated with 
dryness, it has been suggested that a trial of neostigmine bro- 
mide (7.5 mg. three times a day after meals) will increase the 
secretions and decrease the burning. If the case seems functional, 
obtain the help of a neuropsychiatrist. 
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TUBERCULOSIS IN IMMIGRANTS 
To the Editor:—I\ have seen an impressive number of recent immigrants 
with far advanced active pulmonary tuberculosis. This would seem to 
be a valuable and fruitful field for “case finding.” What is being 
done along these lines at the moment? 
William A. Evans, M.D., Detroit. 


Answer.—This is an exceedingly serious problem which 
should be solved by all nations. Prior to 1939, Newitt and 
Koppa observed that each spring several thousand Mexican 
agricultural laborers (mostly American citizens) journeyed from 
Texas to work in the sugar beet, onion and peppermint fields of 
Michigan. These itinerant laborers and their families provided 
many of the tuberculous persons entering certain sanatoriums in 
Michigan. In 1937 the roster of the Saginaw County Hospital 
showed that 25 per cent of the patients were Mexican, the 
majority of whom had come to Michigan with their families to 
work as agricultural laborers. This was far out of proportion 
to their number in the county. A plan was devised whereby 
sugar beet laborers migrating to Michigan would be examined 
by the Michigan Department of Health at their concentration 
headquarters in San Antonio, Texas. In 1939, 4,271 such 
persons were examined, of whom 81 had tuberculosis, and in 
1940, among 5,753 examinees, 121 had this disease. Thus the 
rejection of these persons for employment prevented an influx 
into Michigan of a considerable number of cases of tuberculosis. 

From Feb. 1, 1943 to Sept. 20, 1945, the Division of Tuber- 
culosis Control and the Foreign Quarantine Division of the 
_United States Public Health Service established an examination 
center at Mexico City, where laborers were examined prior to 
entrance into the United States to work under the program of 
the War Food Administration. A total of 222,156 were exam- 
ined, of whom 2,313 were rejected. Of these, 1,261 had the 
reinfection type of tuberculosis, 6 had other forms of tuber- 
culosis, and 1,046 others were classified as tuberculosis suspects. 
This procedure prevented many with contagious tuberculosis 
from entering this country. 

The importation of tuberculosis through domestic animals 
has been well controlled in this country. In recent years 
the U. S. Public Health Service, the immigration authorities 
and the State Department consular officials have done such 
excellent work that our citizens should soon be as well pro- 
tected against tubercle bacilli introduced by persons from 
other countries as we now are against those imported in 
cattle. An arrangement was made whereby every person apply- 
ing for a visa would have roentgen inspection of the chest, and 
if any shadow was seen the tuberculin test would be adminis- 
tered and a thorough bacteriologic search made when possible. 
Roentgenograms were made abroad wherever the Public Health 
Service had medical officers assigned to the consulates and 
x-ray facilities were available. In the course of medical exam- 
inations of visa applicants abroad, those found to have con- 
tagious tuberculosis were given class A notifications, and visas 
were refused. 

A person given a diagnosis of pulmonary fibrosis (class B 
condition) is given a visa and reexamined later on entering the 
United States. 

A provision became effective on Sept. 1, 1948, whereby every 
applicant for immigration visa will have a roentgen inspection 
of the chest for tuberculosis and a blood test for syphilis. Those 
found to have either of these diseases are rejected. (This pro- 
vision exempts visa applicants 10 years of age or under “unless 
the examining medical officer has reason to suspect that the 
applicant has tuberculosis or syphilis.”) When examinations are 
conducted at American consulates which lack x-ray and labora- 
tory facilities the applicant may be required to furnish a roent- 
genogram of the chest with a reading and a blood serologic 
report. These and the physical examination records are placed in 
a separate envelope and attached to the alien’s immigration visa 
for examination by medical officers at the United States ports of 
entry. If the person originates from a community where there 
are no facilities for such examinations, the medical officer there 
so states on the physical examination forms. Those who do not 
have adequate reports of examination at the port of embarkation 
are held at the port of entry, pending completion of the exam- 
ination adequate to determine the presence or absence of tuber- 
culosis or syphilis. Temporary visitors to the United States 
are excluded from this requirement but may be subject to appro- 
priate examination when tuberculosis or syphilis is suspected. 

Since we require such protection for our citizens, we should 
also afford security to the people of other nations by issuing 
passports only to those who are adequately. examined and found 
to be free from contagious tuberculosis. 

A high percentage of immigrants from some countries are 
tuberculin reactors without other evidence of tuberculosis. 
— case-finding programs among them are likely to be 
ruittul. 
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VISUAL HALOS 


To the Editor:—What would cause a “halo” around a bright light? 
The patient is otherwise apparentiy in perfect health. Examination of 
eyes is negative except for a refractive defect. Tension, optic nerve, 
disk, retina all appear normal. Sight is good, pain is absent and 
the crystalline lens is normal. The patient is 76 years old and has 
never been ill. Could a neurosis play any part in his disturbance? 
Frank E. Wiedemann, M.D., Terre Haute, Ind. 


Answer.—Halos may be caused by a layer of mucus, blood 
or pus on the cornea, by edema of the deeper layers of the 
cornea due to glaucoma or inflammation, or by radially arranged 
fibers in the lens. Those due to secretions on the corneal 
surface are altered by blinking movements of the lids, which is 
not true of those due to glaucoma or the lens. Physivlogic 
lenticular halos are distinguished by rotating a stenopaic edge 
across the pupil. As the different radial fibers of the lens are 
excluded the halo is partially eclipsed, while those due to secre- 
tions appear to revolve around and those due to glaucoma are 
unchanged or appear fainter. Other differential tests based on 
measurement of the angular diameter of the halo are discussed 
in Duke-Elder (Textbook of Ophthalmology, Vol. II, p. 1232, 
C. V. Mosby Co., St. Louis, 1943.) All tests to eliminate a 
physiologic cause of the halos must be exhausted before a diag- 
nosis of neurosis is considered. It is most important to eliminate 
glaucoma as a cause by study of the visual fields, repeated 
tonometer readings, provocative tests and funduscopy. A halo 
with an external diameter of more than 17 inches at ten feet 
not caused by corneal secretion suggests glaucoma. 


SUBDURAL HEMORRHAGE 
To the Editor:—Please furnish information on occurrence of subdural hemor- 
rhage other than that caused by external force or trauma. Textbooks 
and the literature fail to give much detail or even adequately discuss 
this type of hemorrhage. Does it occur as the result of other conditions? 
Robert O. Glenn, M.D., Mountain City, Tenn. 


ANswer.—Subdural hemorrhage rarely occurs except as the 
result of trauma. In many instances the trauma is relatively 
slight. True, a number of patients suffering from subdural 
hematoma also suffer from some disease of the vascular system 
such as arteriosclerosis, but this of itself is insufficient explana- 
tion for the hemorrhage. One of the uncommon causes of sub- 
dural hemorrhage without associated trauma is thrombosis of 
the superior longitudinal sinus either as part of the disease 
“idiopathic recurrent thrombophlebitis” (Bucy, P. C., and Lese- 
mann, F. J.: J. A. M. A. 119:402-405, 1942) or from other 
causes (Courville, C. B., and Nielsen, J. M.: Arch. Otolaryng. 
19:483, 1934). Occasional instances of subdural hemorrhage, 
usually relatively mild, have been reported in association with 
such diseases of the blood as pernicious anemia, leukemia, poly- 
cythemia vera and purpura hemorrhagica. Scurvy has also 
been cited as a cause, particularly in young children (Govan, 
C. D., and Walsh, F. B.: Arch. Ophth. 37:701-715, 1947). The 
possibility of subdural hemorrhage occurring in association with 
the various acute infectious diseases has also been mentioned, 
but if this occurs it is extremely rare. Chronic alcoholism and 
syphilis are usually cited as playing a role in the development of 
subdural hematomas. At present, practically all authorities 
agree that when and if these conditions are factors, they are 
always secondary. 


FLUORIDE IN PREVENTION OF DENTAL CARIES 
To the Editor:—Fluorides are said in some publications to cause mottling 
of the dental enamel, and in others sodium fluoride is recommended 
as a topical application to preserve the enamel. Will you explain 
these conflicting statements? 
Narcisse Francis Theberge, M.D., New Orleans. 


ANSWER.—Mottled enamel, or endemic dental fluorosis, 1s 
caused by the continued use of a domestic water containing 
excessive amounts of fluorides (more than 1.5 parts per million 
of fluoride) during the period that the permanent teeth are 
calcifying. With the exception of the third molar this repre- 


sents about the first eight years of life. This defect is develop- 


mental; in a person moving into an endemic area after 
permanent teeth have erupted the enamel does not become 
mottled. Numerous epidemiologic studies attest the quantitative 
relationship between the use during the susceptible period 
a domestic water supply containing excessive amounts 
fluorides and the prevalence and severity of the resultant 
endemic dental fluorosis. 

As a result of later epidemiologic studies demonstrating the 
decided inhibition of dental caries among users of domestic 
waters containing 1 part per million of fluoride or over, @ 
number of studies have been directed to the utilization of the 
relationship between fluorine and dental caries for dental con- 
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trol procedures. One of these methods is the topical application 
of a 2 per cent aqueous solution of sodium fluoride following 
prophylaxis. Studies completed indicate that after four treat- 
ments, spaced about a week apart, a reduction of the order of 
about 40 per cent may be expected in the incidence of dental 
caries in the group. Topical application studies so far have 
been largely limited to children; further studies are needed to 
determine whether or not it is effective with respect to adults. 
In teeth treated with topical applications of sodium fluoride 
solutions the enamel does not become mottled. 

The mechanism by means of which fluoride inhibits dental 
caries is not known. Hodge and Sognnaes (Experimental Caries 
and a Discussion of the Mechanism of Caries Inhibition by 
Fluorine, in Dental Caries and Fluorine, American Association 
for the Advancement of Science, 1946) offer the following 
hypothesis 

“Fluoride is adsorbed or bound in combination in enamel or 
in dentin and, probably of most importance, on the surface of 
the tooth, thereby (1) lowering the solubility of the calcified 
part; (2) giving a relatively high local concentration of fluoride 
which inhibits those bacterial or enzymatic processes that other- 


wise are believed to dissolve the protein and the calcified. 


material; (3) changing the salivary milieu as shown by the 
L. acidophilus counts. There are probably some systemic actions 
of fluorides partly responsible for the caries inhibition; these 
are unknown at present.” 


“AGENIZED” FLOUR 


To the Editor:—Are there any known industrial ophthalmic or medical 
hozords for flour mill workers exposed to the “Agene treatment of 
flour’’ using Agenite salts, chlorine and nitrogen trichloride gas? | have 
an exposed worker as a patient that developed an interstitial keratitis 
of the right cornea. Wassermann and Kahn are negative (three dif- 
ferent laboratories). Tuberculin and Brucella tests were positive. Age, 


64 years, male. M.D., Pennsylvania. 


Answer.—The “agene” process centers about the action of 
nitrogen chloride (nitrogen trichloride). This treatment is for 
the purposes of bleaching and maturing flour and for improving 
the quality of the bread loaf. In the United States, nitrogen 
chloride is customarily added in the range between 1.2 to 
25 Gm. per 100 pounds. At times, ancillary chemicals are utilized 
for similar purposes, the number including benzoyl peroxide. 
Provided sufficient exposure, nitrogen chloride gas or chlorine 
if such be liberated are surface irritants and might induce a 
conjunctivitis or aggravate corneal ulcers if such exist from 
other causes. Nitrogen chloride has been found both in this 
country and in England to provoke convulsive states in labora- 
tory animals, chiefly dogs, after the ingestion of flour products 
that had been “agenized.” No counterpart has been detected 
in human beings and to a substantial extent this treatment has 
been held blameless in the Susation of any known disturbances 
in human beings from flour product.consumption. However, it 
is possible that in the flour treating process the exposure to 
nitrogen chloride may be higher. Notwithstanding, no abnor- 
malities akin to the “running fits” or “canine hysteria” have 
been reported in workers. Since rarer forms of keratitis have 
been associated with nutritional disturbances and since neurologic 
damage is a source of uncommon forms of keratitis, the remote 
possibility exists that nitrogen chloride may be an influence if 
adequate exposure has occurred. On the basis of always doubt- 
ing unusual etiologies in any condition, it is highly probable 
that the present occurrence of interstitial keratitis may be traced 
to the usual causes of that state. 


REFERENCES: 

_ Newell, G. W., and others: Role of “Agenized” Flour in the Produc- 
tion of Running Fits. J. A. M. A. 135: 760, 1947. 

Boudreau, F. G.: Nitrogen Trichloride Treated (“‘Agenized”) Flour. 
J. A. M. A. 135: 769, 1947. 

Nitrogen Trichloride Treated (“Agenized”) Flour, editorial, J. A. M. A. 
135:774, 1947. 


STREPTOMYCIN SENSITIVITY 


To the Editor: nurses who work constantly with streptomycin have 
become allergic to it and complain about skin manifestations such as 
Is there an accepted method of 


Leon A. Alley, M.D., Middleboro, Mass. 


Answer.— There is no accepted method of desensitizing 
Persons who are sensitive to streptomycin except avoiding con- 
act with it. Precautions should be taken to avoid contact of 

Skin with streptomycin. When nurses prepare the solutions, 
their hands should be protected with rubber gloves. The gloves 

d be washed carefully before they are removed and every 
Precaution should be taken to prevent streptomycin from coming 
M contact with the skin or conjunctivae. 
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IMPOTENCE IN DIABETES 
To the Editor:—A 37 year old patient has diabetes well controlled by 
diet and 32 units of protamine zinc insulin daily. He complains of 
impotence, which seems to be increasing in severity despite the fact 
that he married only a short time ago, after finding that he had 
diabetes. Is there any treatment for this condition? 
James E. O'Malley, M.D., Anchorage, Alaska. 


ANSWER.—Impotence in diabetes is a symptom which is not 
completely understood. It is thought to occur more frequently 
in cases in which neuritis is associated with diabetes than with 
any other form, possibly because of changes in the nervi eri- 
gentes. Impotence is likely to develop in men who have had 
diabetes for long periods; a third possible factor is a lowered 
production of androgens as reflected by a diminished excretion 
of 17-ketosteroids. Miller and Mason (J. Clin. Endocrinol. 5: 
220-225 [May-June] 1945) found that a majority of impotent 
diabetic men excreted less than normal amounts of 17-ketos- 
teroids; on the other hand, a significant number of diabetic men 
who did not complain of impotence also excreted subnormal 
amounts of 17-ketosteroids. Psychologic factors constitute a 
fourth and important possibility. Such factors could well be the 
cause of impotence in the case in question, particularly since the 
patient has had diabetes only a short while and no mention 
was made of ‘the presence of neuritis. 


As far as treatment is concerned, if impotence is the result of 
neuritic lesions, careful control of diabetes for months and even 
years offers a chance for the return of potency. Because of the 
diminished excretion of 17-ketosteroids in diabetes, a trial of 
testosterone propionate (25 mg. intramuscularly three times 
weekly) seems justified. Treatment with androgen should not 
be expected to have an effect on a neuritic process, and has 
not been helpful in many cases of impotence. An investigation 
of psychic factors is also indicated. This approach is set forth 
well on page 361 of the textbook “Psychosomatic Medicine,” by 
Weiss and English. 


TREATMENT OF WARTS 
To the Editor:—Where can | obtain a verruca vaccine or filtrate? | have 
2 patients with multiple recurring verrucae on the face, dating from 
five years in one. | have tried superficial roentgen treatment, local 
medication and dessication. The lesions continue to recur. 
Albert Rubin, M.D., Hartford, Conn. 


ANSweR.—Apparently verruca extract, a vaccine or filtrate, 
cannot be obtained commercially. It must be processed as 
described in the article by Hans Biberstein (Immunization 
Therapy of Warts, Arch. Dermat. & Syph. 50:12-22 [July] 
1944). Recurrent warts on the bearded area have always plagued 
dermatologists. If they continue to reappear despite persistent 
treatment by various means such as destructive measures, treat- 
ment with arsenicals, mercury, roentgen therapy and exfoliating 
preparations, one might resort to hypnosis by an expert psycho- 
therapist. 


ERYTHEMA NODOSUM 

To the Editor:—A case of mediastinal adenopathy with erythema nodosum 

(proved by biopsy and clinical course) poses the following problems: 

(a) incidence and most likely tumor and disease of the mediastinum 

with erythema nodosum, and (b) incidence of erythema nodosum with 
Boeck sarcoid if any. The patient, a woman aged 33, began having 
@ pain in the right side of the chest several months ago, and still has it. 
The pain is worse on inspiration and in the upright position. She has had 
@ poor appetite for years. Except for total proteins of 5.8 Gm. per 
hundred cubic centimeters, with normal albumin-globulin ratio and slight 
hypochromic anemia, significant findings are lacking. 

Anthony M. Susinno, M.D., Palisades Park, N. J. 


ANSWER.—The presence of mediastinal adenopathy should 
suggest first the presence of pulmonary tuberculosis, but it 
occurs also in brucellosis, mycoses, Hodgkin's disease, neoplasm, 
and in about any disease affecting the lungs. Its occurrence 
with erythema nodosum should suggest also the presence of a 
focus of tuberculosis as the primary possibility, particularly in 
a young woman. Erythema nodosum, however, as a pattern 
reaction, may accompany any infectious process, and its occur- 
rence with sarcoidosis has been noted. The incidence of ery- 
thema nodosum, aside from that due to drugs, is not high in 
this country, and its occurrence with sarcoidosis is even rarer. 


DIETHYLSTILBESTROL IN VARICOSITIES 
To the Editor:—\is diethylstilbestrol a valuable factor in alleviatiag pain 
of varicose veins in pregnancy? 
: Kurt Oppenheimer, M.D., Norwich, Conn. 
Answer.—Reliable evidence that diethylstilbest-ol relieves 
the pain associated with varicose veins during pregnancy is 
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PROMINENT FACIAL VEINS 
To the Editor:—What can be done for a patient who is sensitive regard- 
ing a prominent superficial vein on the left frontal region which under 
certain circumstances becomes noticeable. She wants this vein ligated 
under the hair of the temporal region so that the scar will be covered. 
Con harm result from such a procedure? 
Mario Camarena, M.D., Mexico. 


Answer.—Ligation of short venous segments for cosmetic 
reasons seldom if ever results in satisfaction for the patient or 
the surgeon. In the first place, the venous dilatation may readily 
recur if it is the result of increased venous pressure due to 
some mechanical obstruction; secondly, the undermined skin 
may develop a subcutaneous scarring and pigmentation which 
is more noticeable than the original lesion. Certainly the 
decision should be made by a plastic surgeon after a personal 
examination of the patient. If the lesion is part of a congenital 
vascular anomaly and seems to enlarge, then a combination of 
sclerosing therapy and surgical incision is warranted. Cosmetic 
preparations often help to cover the lesion. 


INFANTILE MAMMARY ENLARGEMENT 
To the Editor:-—A 1 year old girl has a slightly enlarged left breast. 
The tissue feels somewhat firm, not nodular, but is more like an excess 
of normal glondular tissue. The left breast is about twice as large 
as the right. Since first noticed six months ago, it has grown only 
in proportion with the rest of the body. M.D., Mexico. 


ANSWER.—It is not unusual to find an enlargement of the 
mammary gland substance in infants, which is usually unilateral, 
smooth and hard, averaging about the size of a 25 cent piece. 
While a difference in size of the breasts may continue, they 
usually become more equal in size as the breasts develop toward 
puberty. Those that are smooth and contain no nodules should 
cause no apprehension as to malignancy. They may originate 
from slight mastitis during the early days of life. 

Several years ago some foreign writers stressed the influence 
of the hormones of pregnancy on the enlargement and secretory 
function of the breasts of newborn babies. 


MUSCULAR DYSTROPHY 
To the Editor:—Are there recent developments of value in treatment of 
pseudohypertrophic muscular dystrophy? 
Horry Winkler, M.D., Charlotte, N. C. 


Answer. — Pseudohypertrophic muscular dystrophy is not 
influenced by any known therapy, though good claims have been 
made for glycine and vitamin E. Recent carefully controlled 
studies demonstrate that glycine and vitamin E have not been 
of value. One should keep the dystrophic patient ambulant and 
postpone ultimate confinement to bed as long as possible. 
Massage may be tried but electrotherapy should not be used. 


BLADDER STONE 
To the Editor:—Is there anything unusual in the spontaneous passage by 
a female of a bladder stone of elliptical shape which is 2 inches (5.1 cm.) 
in length and 14% inches (3.8 cm.) in breadth? M.D., Virginia. 


Answer.—The spontaneous passage of a bladder stone of the 
described size is unusual. The female urethra is capable of 
wide dilation but normally can only be stretched to 35 F, which 
would be 105 mm. in diameter. In the case of a stone 1% inches 
in diameter the dilation would be about four times what nor- 
mally could be effected by the instrumental dilation. 


AMEBIASIS 

To the Editor:—in 1939 a white girl, aged 5, had amebic dysentery in 
Nassau, Bahama Islands. She was treated with arsenical preparations. 
in 1940 two stool examinations at six month intervals were negative for 
Endampeba histolytica. She is now a well developed and well nourished 
girl. In September her mother noticed a peculiar odor to her stools. 
A laboratory examination disclosed Endamoeba histolytica. She has no 
other symptoms. What are the treatment and prognosis? 

M.D., New Jersey. 


Answer.—All carriers of Endamoeba histolytica should 
receive treatment starting with a drug of low toxicity; chiniofon, 
containing 26 to 28 per cent iodine, is such a drug, It is avail- 
able in 0.25 Gm. tablets. Three tablets may be given orally 
after each meal for eight to 10 days. The dose may be reduced 
if diarrhea occurs. The course of treatment may be repeated in 


ten days. There need be no limitation of the patient's activity, 
In older children diiodo-oxyquinoline may be used in an oral 
dose of two 0.21 Gm. tablets three times a day for twenty days. 
If the iodine-containing drugs are not successful carbarsone may 
be used in an oral dose of 0.25 Gm. twice daily after meals for 
ten days. Stools should be examined once a month for at least 
three months after treatment. Under modern treatment most 
amebic carriers are curable 


SULFONAMIDE DOSAGE 
To the Editor:—Colleagues prescribe sulfonamide drugs and then cut the 
dose down or prolong time interval between doses as patient improves. 
Is it better to maintain therapeutic dosage until cure is established 
and then stop drug entirely? What is the latest opinion about iron 
administration to premature infants? 
Horry W. Orris, M.D., Lynn, Mass. 


Answer.—Absolute rules concerning the precise method of 
administering sulfonamide drugs to patients with infections do 
not exist. In general, it can be said that dosage schedules and 
duration of treatment must be determined on a basis of the 
type and location of infection and the response to treatment. It 
is a common practice to maintain therapeutic doses until the 
patient has recovered and then stop the drug entirely. If relapse 
occurs, the drug can be started once again. 

The use of iron preparations for the treatment of anemia 
that occurs in infants that have been born prematurely is 
recommended. 


VASECTOMY 
To the Editor:—Should partial vasectomy for birth control be advised for 
a@ patient under age of thirty-five? Is it advisable at all? After this 
operation the libido of the person is increased for a period of eight to 
ten years, then it decreases to practical absence and remoins at that 
level. | have advised against vasectomy under age fifty but my col- 
leagues do it and tell me that | am wrong. Please advise me on this 
matter. E. Layton, M.D., Collinsville, Okla. 


Answer.—There is some difference of opinion among urolo- 
gists concerning vasectomy for birth control. However, the 
present consensus seems to be that it should not be done. Con- 
clusive evidence that vasectomy has any effect whatsoever on the 
individual’s sexual life is lacking except that he becomes azoo- 
spermic. Vasectomy is indicated and is done for the prevention 
of epididymitis following prostatic operations and also in some 
instances to prevent recurrent attacks of epididymitis. 


DETERMINING THE SEX OF CHICKS 
To the Editor:—Please give information on methods used by the Japanese in 
determining the sex of chicks. e 
Stuart B. Blakely, M.D., Binghamton, N. Y. 


Answer.—The Japanese method of sexing chicks within one 
day of hatching depends on recognition of minute differences m 
the configuration of the rim of the cloacal orifice; a small 
rounded protuberance in males is the diagnostic feature. There 
is considerable, although minute, variability in the topography 
of this region and the method has to be “learned” and practice 
is required. An expert attains approximately 98 per cent per- 
fection. The American Scientist, April, 1948, page 280, carried 
an excellent article on this “art.” 


HISTAMINE IN GASTRIC ANALYSIS zZ 

To the Editor:—The answer to the query “Histamine in Gastric Analysis 

in The Journal, September 18, page 256 is incomplete. It states, “The 

usual dose of 0.1 mg. histamine base for each 10 kilograms of body 

weight may perhaps be a little high. . Satisfactory results can 
be obtained by using 0.3 to 0.5 mg of histamine base.” 


diagnostic purposes is when the basal gastric contents do not contain 
free hydrochloric acid and one wishes to know whether the patient's 
stomach is capable of secreting hydrochloric acid. This information may 
have crucial diagnostic significance. Under these circumstances the dose 
of histamine should be one which is greater than that needed to 
evoke a maximal secretory response in the average normal person. Actu- 
ally, there are no data on the dose of histamine required to produce 
a maximal response in normal subjects, and this problem deserves study. 
Until such information is available, in testing persons to 

whether their stomach is capable of secreting hydrochloric acid OM 


untoward effects, and 0.1 mg. histamine base per 10 kilograms of body 
Any any rate, 
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refractory case< M. |. Grossman, M.D., Chicago. 


